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Literature Review 
A Review of Factors Associated with Positive Health Outcomes in People with Heart Disease 
Literature Review Abstract 
An extensive amount of research has been conducted on mortality and morbidity in patients 
who have experienced an acute cardiac event. The literature includes findings regarding 
predictors of attendance and adherence to Cardiac Rehabilitation (CR) Programmes and 
factors which are related to the development of Coronary Heart Disease (CHD). This 
literature discusses the factors that predict health behaviours and perceptions of general 
health; socio-demographic variables, depression, social support and coping. Specifically, 
lower socioeconomic status is related to higher levels of stress hormones, greater likelihood of 
smoking, less likelihood of eating breakfast, and less diverse social networks. Depression and 
CHD appear to be independent risk factors for the development of each other. Being in an 
intimate relationship is associated with less mortality after an acute cardiac event, while active 
coping styles are associated with positive well-being at later time points after heart attack. 
Despite the extensive research in this area, the mechanisms underlying the relationships 
between these factors remain unclear. Also, a large amount of variance in health and health 
behaviour accounted for by psycho-social and demographic variables overlap. Hence little is 
known about the unique variance accounted for by these factors. 
Coronary Heart Disease 
Coronary Heart Disease is a condition that develops over time due to a build up of 
fatty cholesterol deposits in the wall of arteries in the heart, known as atherosclerosis 
(National Heart Foundation, 2004). When coronary arteries become partially blocked, the 
heart struggles to supply enough blood, carrying oxygen during times of stress and exercise, 
placing strain on the heart as it tries to pump harder to meet demands. This can lead to angina 
and heart attack (Myocardial Infarction: MI), which can lead to permanent damage to the 
heart muscle (National Heart Foundation, 2004). Angina usually manifests as temporary chest 
pain and is due to a reduced supply of blood to the heart muscle. MI occurs when there is a 
coronary occlusion, a sudden blockage of an artery, and is typically characterised by 
squeezing, discomfort, pressure or pain in the chest lasting more than 10 to 15 minutes. 
Severe chest pain is the most common symptom of MI, although for some MI patients, 
particularly women and people with diabetes, chest pain is not always present (Gupta, Tabas 
& Kohn, 2002). 
Atypical MI symptoms are commonly present in women. As a result diagnosis and 
treatment are often delayed or managed inadequately (Arnstein, Buselli & Rankin, 1996). 
Hence, women have a poorer prognosis and greater disability after MI compared with men 
(Oparil, 1998). With life expectancy increasing significantly over the last few decades and 
women tending to develop CHD later in life, it has become the leading cause of death in 
women after a long focus of it as a male problem (Manson, Shlipak & Wenger, 2001). 
Despite a considerable decline in death rates over the past few decades CHD led to 
nearly 24 OOO deaths in 2007 and remains the leading cause of death in Australia (Australian 
Institute of Health and Welfare: AIHW, 2010), accounting for 18% of all deaths in men and 
17% in women. This reductions in CHD related deaths appears to be due to greater public 
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awareness of MI symptoms and importance of getting medical assistance without delay, as 
well as increasing numbers of people trained to carry out cardiopulmonary resuscitation 
(CPR) and general improvements in treatment (Luepker, et al., 2000). CHD is a great 
financial burden on the public health system, with large costs associated with treatment and 
rehabilitation, accounting for 16% of all disease-burden in Australia (AIHW, 2010). After a 
MI, anxiety, depression and fear of undertaking physical activity are common reactions 
(Moser, Riegel, McKinley, Doering, An & Sheahan, 2007). Possible medical complications 
include subsequent MI, death of heart muscle and potentially heart failure. 
Medical treatments for CHD include angioplasty, bypass surgery, heart transplant, 
fitting of a pacemaker, and medication (National Heart Foundation, 2006). Angioplasty 
involves widening a blocked or narrowed blood vessel using a balloon which is inflated to 
crush fatty deposits and allows improved blood flow. Bypass surgery involves grafting 
arteries or veins from another part of the body to bypass narrowed arteries. Pacemakers are a 
medical device implanted under the skin to regulate the heart beat. Lifestyle changes are also 
strongly recommended as an important component of treatment for CHD. The top four 
unhealthy behaviours that contribute to disease burden in Australia (AIHW, 1999) are 
smoking tobacco, physical inactivity, excessive alcohol consumption, and lack of fruit and 
vegetables. Thus, to regular physical activity, reduce levels of smoking and dangerous levels 
of alcohol consumption, and to maintain a healthy balanced low fat diet, high in fruit and 
vegetable intake (Jackson, et al., 2005). 
Cardiac rehabilitation (CR) programmes have been developed to assist patients in 
improving their quality of life and longevity, usually following a cardiac event (Sin, 
Sanderson, Weaver, Giger, Pemberton, & Klapow, 2004). Fewer CR programs are available 
for patients diagnosed with CHD who have not had a major cardiac event. CR programs aim 
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to increase fitness, reduce blood pressure, reduce cholesterol, improve body composition and 
body weight, lower emotional stress and anxiety, and reduce the risk of subsequent MI. 
Despite the availability and recognised efficacy of exercise training for cardiac patients, only 
10 to 20 percent of eligible patients take up CR (Sin, et al., 2004). Continued adherence to 
proscribed exercise regimes over time is low (Willich, Muller-Nordholm, Kulig, Binting, 
Gohlke, Hahmann, Bestehorn, Krobot & Voller, 2001). Habitual behavioural patterns such as 
inactivity, eating a diet high in cholesterol, smoking, and drinking at unsafe levels, are highly 
resistant to change (Sutton, 1994). Many of the intervention studies conducted have been run 
over relatively short periods of time, hence the knowledge of maintaining behaviour change is 
limited (Luszczynska, 2006; Luszczynska, Scholz & Sutton, 2007). 
Importantly, it also seems that people who perceive they can manage their health 
behaviour changes independently are less likely to participate in CR programs (Frewen, 
Schomer & Dunne, 1994). Thus, though there are low levels of engagement in CR programs, 
some people report a desire or intent to attempt self-initiated health behaviours. Few studies 
have explored the factors that predict people who successfully undertake self initiated health 
behaviour changes. There is evidence from one study by Schroder and Schwarzer (2005) that 
people's skills in self-regulating their own health play a role. For example, in a study of 381 
heart surgery patients, they found that people who have high control over their health 
behaviours generally, were more likely to engage in positive health behaviours than were a 
person's level of dispositional optimism, generalised self-efficacy beliefs, and health locus of 
control beliefs (Schroder & Schwarzer, 2005). 
Numerous studies, guided by either the Theory of Planned Behaviour (Ajzen, 1991), 
or Health Belief Model (Rosenstock, 1974) have examined other types of predictive variables 
for the uptake of positive health behaviours, mainly exercise (Frewen, et al., 1994). The 
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Theory of Planned Behaviour is a theory regarding the link between attitudes and behaviour. 
The Health Belief Model attempts to explain and predict health behaviours by focussing on 
people's attitudes and beliefs. Both models produce weak results in terms of predicting the 
relationship between intention to exercise and actual exercise (Blanchard, Courneya, Rogers, 
Daub, & Knapik, 2002; Frewen., et al, 1994; Johnston, Johnston, Pollard, Kimnonth, & Mant, 
2004). 
Despite a large body of research having been conducted in the area, there are many 
questions still remaining with regards to factors that lead to favourable health outcomes in 
people with CHD. Studies thus far indicate that depression, socio-demographic factors, social 
support, coping, health and medical factors and barriers to health behaviour change are, 
broadly speaking, significant predictors of health behaviour change and health outcomes in 
people with CHD and of risk of developing CHD. 
Depression 
Major depression and CHD are the two most disabling diseases world wide (Wulsin, 
et al., 2009). They often co-occur, and when this happens, rates of mortality and morbidity are 
increased. Commonly, patients with a new diagnosis of CHD develop depression and people 
with depression are more likely to develop CHD than those who are not depressed (Reddy, 
Dunbar, Morgan, & O'Neil, 2008). It is well established that patients with CHD and 
depression have higher mortality rates than those without depression, however, the 
mechanisms underlying this effect are not well understood (Bremner, et al., 2009). Despite 
this, and the great amount of literature on the topic, it does indicate that these conditions act 
as independent risk factors for the development of the other (Wulsin, et al., 2009). 
An advisory by the American Heart Association, endorsed by the American 
Psychiatric Association, advised that patients with CHD should be routinely screened for 
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symptoms of depression, as treatment of depression may improve health outcomes for CHD 
patients (Mitka, 2008). CHD patients with depression tend to struggle more in their recovery 
including lower adherence to medication regimes and cardiac rehabilitation. The literature 
indicates that fifteen to twenty percent of patients meet the criteria for major depression after 
an acute cardiac event (Egede, 2007). However, as yet there is no direct evidence to suggest 
that treatment of depression improves CHD status. Treatments commonly used for CHD 
patients with co-morbid depression include Cognitive Behavioural Therapy, physical activity, 
Cardiac Rehabilitation and antidepressant medication, specifically, Selective Serotonin 
Reuptake Inhibitors. Some evidence suggests that patients may still be at risk of subsequent 
cardiac events, even once they have been treated for depression (Mitka, 2008). This leaves 
researchers with the question of, if treating depression doesn't improved CHD outcomes, 
what are the mechanisms by which depression increases the risk of developing CHD and 
worsens prognosis in patients after MI? 
Risk factors for the development of CHD include hypertension, high cholesterol, 
smoking and diabetes (Wilson, D' Agostino, Levy, Belanger, Silbshantz, & Kannel, 1998). 
More recent research has recognised intra-abdominal fat and psychosocial factors, such a as 
depression, as accounting for additional CHD risk (Yusuf, Hawken, Ounpuu, Bautista, Grazia 
Franzosi, Commerford, Lang, Rumboldt, Onen, Lisheng, Tanomsup, Wangai, Razak, Sharma, 
& Anand, 2005). One characteristic of depression is vulnerability to stress and heightened 
stress responsiveness (Bremner, et al., 2009). It has been observed that some individuals are 
vulnerable to stress-induced MI (Arrighi, et al., 2000), in which restricted blood flow may be 
painless and seen at a lower heart rate than those with exercise induced ML This emphasises 
the significance of the emotional contribution to acute cardiac events. 
Along with depression being a risk factor for developing CHD, it also worsens 
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prognosis in those who have CHD, including increasing rates of subsequent cardiac events 
and death. Patients with depression are 3.5 times more likely to die shortly after MI than those 
without depression (Glassman & Shapiro, 1998). There are a number of theories regarding the 
link between depression and CHD, including changes in the autonomic nervous system seen 
in depressed patients, the possibility that antidepressant medication may worsen CHD risk, 
people with depression show higher rates of smoking (Morell, Cohen & McChargue, 2010) 
which increases their risk for CHD, and that depression itself causes CHD. It has been well 
established that there is an increased risk of CHD with a diagnosis of major depression, but 
many questions remain. Including does severity of depression, chronicity of depression or 
presence of depressive symptoms without a diagnosis impact on CHD outcomes? The 
research suggests that recurrent episodes of major depression lead to increased risk of death 
from CHD, but not in cases when major depression develops after a first cardiac event 
(Lesperance, Frasure-Smith, & Talajic, 1996). While there is a wide body of research 
speculating on the links between depression and CHD, the literature on the impact of other 
negative mood states, such as anxiety, is much less extensive and much less sophisticated. 
Despite evidence that depression is an independent aetiological and prognostic factor 
for CHD, it is often not recognised or integrated into managing CHD in the cardiac setting. 
This is particularly concerning as the risk of subsequent CHD morbidity and mortality is 
increased by 1.5 to 2 fold in those with depression (Goldston & Baillie, 2008).There is also 
evidence indicating that depression increases CHD risk as much as smoking, high cholesterol 
and hypertension (Goldston & Baillie, 2008). Behavioural mechanisms behind the depression 
CHD link include; depressed people are more likely to smoke and find it more difficult to 
quit, they are less likely to be physically active, less likely to have a healthy diet, and they are 
also less likely to adhere to treatment recommendations (Taylor, Barber, & Macintosh, 1998). 
The INTERHEART study further supports the aetiological link between depression and CHD. 
Their findings indicating that the population-attributable risk of combined psychosocial 
factors was thirty three percent, 9 percent of which being attributable to depression 
(Rosengren, Hawken, Ounpuu, Sliwa, Zubaid, Almahmeed, 2004). Still the psychosocial 
mechanisms are not well understood. 
Socio-demographic Factors 
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There is a lot of literature on predictors of behaviour change in people with heart 
disease. Much of the early research has focussed on identifying predictors of attendance and 
adherence to CR programmes after hospitalisation for MI. Socio-demographic factors 
associated with non-attendance and drop-out from CR programs include being older, lower 
income, and greater financial deprivation (Cooper, Jackson, Weinman, & Home, 2002) time 
constraints and inconvenience, unemployment, being female, greater distance from the CR 
delivery centre (Sin, et al., 2004), and low levels of education. Recent research has focussed 
on factors which contribute to the development of CHD and worsening of outcomes in 
patients with CHD, such as income, education, employment, housing, age and gender. 
A study by Hemmingway (2007) looked into determinants of CHD risk and health 
behaviour in women on a low income. Firstly, this study indicated that greater levels of 
income deprivation were related to greater CHD risk. They also found that slight differences 
in job/employment status and income have a significant impact on CHD risk, including 
impacting on people's level of smoking, exercise and diet (Marmott, et al., 1991; Hemingway, 
Shipley, Macfarlane, & Marmot, 2000). These findings, specifically, those of Marmott et al. 
(1991) are seminal. It is also suggested that lower SES is related to higher levels of stress 
hormones, greater likelihood of smoking, less likelihood of eating breakfast and less diverse 
social networks (Rose, et al., 2004). 
Educational attainment level appears to have an impact on SES, as it affects social and 
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economic position, which in turn can influence income, housing and overall material 
resources (Mack, Anderson, Galuska, Zablotsky, Hotlzman, & Ahluwalia, 2004).,The link 
between educational attainment and CHD risk is not well understood. It has been postulated 
that those with greater educational attainment have greater income, more control over their 
work and high social status, all which lead to reduced stress in day to day life (Stansfield & 
Marmot, 2002). Also, those with greater educational attainment seem to have more positive 
health behaviours, possibly due to increased chance of greater exposure to information around 
health, diet and exercise. It appears that the socio-economic conditions which would be likely 
to lead to greatest risk of developing CHD are little control over work, great work demands, 
and little social support (Stansfield & Marmot, 2002). Much of the research about the impact 
of work and SES on heart health is conducted on men, hence it offers a limited view on the 
topic. 
The link between SES and CHD risk is not well understood, however, there are some 
theories about the underlying pathways. These suggested pathways include, consideration of 
the links between heart health, SES and biomedical, psychosocial and behavioural factors. 
Lower SES is associated with impaired functional exercise capacity (on a stress test for 
evaluating suspected CHD) and abnormal heart rate recovery (Shishehbor, Litaker, Pothier & 
Lauer, 2006). Also, psychosocial stress associated with lower SES leads to greater 
atherosclerosis and MI (Marmot, Bosma, Hemingway, Brunner & Stansfeld, 1997). Also, 
lower SES is associated with greater barriers; access costs and health literacy, to modifying 
risky health behaviours, such a smoking, diet, exercise and adherence to medications 
(Fiscella, & Tancredi, 2008). 
The findings of recent research highlight the importance of taking socio demographic 
variables into account when looking into predictors of CHD risk and health outcomes and 
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health behaviour in people with a diagnosis of CHD. More research must be conducted to 
further the understanding of the pathways behind socio demographic factors effects on heart 
health. 
Social Support 
The impact of social support variables on adjustment and health outcomes in CHD is 
important as interconnection between individual coping and mutual support processes within 
close relationships. This has implications for both patient's and their partner's adjustment to 
stressors, such as having an acute cardiac event. It has been postulated that interpersonal 
support processes may explain a lot of the difference between intention to engage in positive 
health behaviours and actual health behaviour. For instance, being in an intimate relationship 
is associated with less mortality after a myocardial infarction (MI) and better adherence to 
CR. Patient's and care-givers mood tends to also co-vary and predicts patients' adjustment. In 
a study of 417 patient-spouse pairs recruited after the patient was hospitalised for a coronary 
event, it was found that patients' psychosocial adjustment to illness was worse when the care-
giving spouses were more anxious or depressed than the patients (Moser & Dracup, 2004). 
Unfortunately most studies use global markers of social support variables, such as 
marital status, that do not inform our understanding of the nature of the relationship between 
social support and a person's adjustment to illness. For example, Rankin-Esquer, Houston-
Miller, Myers and Taylor (1997) found that non-married participants were less likely than 
married participants to complete a 12 month, home-based, multifactorial risk reduction 
programme following cardiac event or surgery. Further non-married participants were more 
likely to smoke at baseline, and separated participants were more likely to continue or start 
smoking after MI (Rankin-Esquer, et al., 1997). 
Few studies have collected data from CHD patients and their spouses. Of those studies 
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which have included spousal data, most have not examined lifestyle changes but have instead 
assessed patient survival, mental health, and functional capacity (Benazon, Foster, & Coyne, 
2006; Rohrbaugh, Shoham & Coyne, 2006; Stewart, Davidson, Meade, Hirth, & Makrides, 
2000). Considering that lifestyle changes are crucial for both psychological adjustment and 
survival in CHD patients, it seems imperative to investigate what helps and hinders the uptake 
of self-directed positive health behaviour change and the effect of social support in this 
process. 
Due to the aforementioned shortcomings in studies looking into the effect of social 
support on CHD development and outcomes, the mechanisms behind this relationship is not 
well understood. Several prospective studies show a significant negative correlation between 
level of social support and CHD mortality and morbidity (Eriksen, 1994). This may be due to 
the protective effect of social support which can moderate the effects of negative emotional 
states on health. Other theories of how social support effects CHD include; that low levels of 
social support are associated with high blood pressure, high cholesterol and smoking; social 
support acts as a stress buffer; there is a greater association between social support and 
mortality than between social support and morbidity. There is evidence to indicate that social 
support has an effect on the pathogenesis of CHD via influencing affective state, 
neuroendocrine system and the autonomic nervous system (Eriksen, 1994). Also, by having 
social support, patients may be provided with practical help or healthcare that can prevent 
disease progression from less serious to more serious. 
Animal studies have helped to being about knowledge about the link between stress, 
social support and CHD. In a study of monkeys who were fed a high fat diet and constantly 
exposed to stress for a period of 22 months, the monkeys showed greater atherosclerosis than 
those who also received the high fat diet, but less stress (Hamer, 2006). Subsequent studies 
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found that monkeys living in disrupted social groups also had more extensive atherosclerosis. 
Similar outcomes have been found in human studies, with high prevalence of atherosclerosis 
and faster progression in women with martial dissatisfaction and an increased death rate of 
care givers under emotional strain during follow up (Hamer, 2006). For some people, seeking 
emotional support from others and venting are important coping strategies. 
Coping 
Coping can be defined as the process of managing stressful situations. Many studies 
have indicated that stress has a significant impact on health and on CHD risk and progression 
of CHD over time. Ability to cope with stressful events (such as CHD diagnosis) appears to 
act as a buffer with regards to the effect on health. Hence coping ability and coping styles are 
important considerations when looking into predictors of health outcomes, health behaviours 
and people at risk of developing heart disease. Research has been conducted to examine the 
role of coping styles in CR attendance and adherence. 
Coping styles have been used to predict CR attendance, hospital re-admission, anxiety, 
depression and well-being in CHD patients. Attenders of CR programs tended to use problem-
focussed and emotion-focused coping more frequently than poor/non-attenders. Non-attenders 
used maladaptive and avoidant coping stategies more often than attenders (Whitmarsh, 
Koutantji, & Sidell, 2003). For those who had been admitted to hospital for the first time (for 
MI), greater use of the coping strategy 'seeking social support' was associated with 
readmission. For those who had been admitted to hospital for MI on multuiple occasions, less 
use of 'accepting responsibility' as a coping strategy was associated with re-admission 
(Libbus, 1997). In a study which examined approach and avoidance as coping styles over 
three time points, avoidance was shown to be positively related to well-being at the first time-
point. However, approach at the first time point was positively related to well-being at later 
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time points. Also, approach at the first time-point was negatively related to depression and 
anxiety at later time points (Van Eldern, Maes, & Dusseldorp, 1999). This study indicates that 
although approach as a coping style can be distressing early on for CHD patients, facing 
problems head on can be beneficial later on. Similarly, another study indicates that blunting (a 
form of avoidant coping) is positively associated with well-being in CHD patients soon after 
discharge from hospital, especially those with low self-efficacy for problem focussed coping 
(Bedi & Brown, 2005). Although the research suggests mixed results, in the long-term 
approach coping strategies appear to be related to better psychological adjustment, including 
lower levels of depression in MI patients. 
Approach versus avoidant coping refers to an emotional or cognitive way of either 
facing towards or away from a problem or stressor (Roth & Cohen, 1986). Generally, 
approach coping involves strategies such as acceptance, planning and use of emotional 
support, whilst avoidant coping includes strategies such as denial, behavioural disengagement 
and self-blame. 
Seeking support from others is one of many coping strategies adopted by people who 
have experienced Ml. Within the limited literature on coping in people with heart disease 
there are mixed results regarding the costs and benefits of approach and avoidant coping 
styles (Van Eldern, et al., 1999). Conversely, psychosocial factors that predict engagement 
and positive outcomes from CR include exercise enjoyment, self-motivation (Frewen, et al., 
1994), perceived greater number of symptoms and consequence of their illness, greater 
distress, and use of problem focussed coping (Whitmarsh et al., 2003). 
A study conducted on women in the workforce found that participants with CHD had 
higher levels of burnout and less ability to cope with stressful situations than those without 
CHD (Hallman, Thomsson, Burell, Lisspers, & Setterlind, 2003). They also found an 
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association between educational level and coping strategies. 
Coping styles have been used to predict hospital readmission in patients with prior 
hospitalisation due to CHD. One study followed 24 people who were readmitted to hospital 
during the four month study period (Libbus, 1997). They were divided into two groups; those 
had been admitted only once for CHD at the start of the study period, and those who had been 
admitted multiple times for CHD. They found that greater use of the coping style 'seeking 
social support' was associated with first readmission for CHD, whereas, less use of the coping 
style 'accepting responsibility' was associated with readmission for those with prior 
readmissions for CHD. This indicates that early in patients' CHD journey there is a tendency 
to seek support from loved ones, however, the use of 'active coping' and 'planning' may be 
more useful in changing health behaviours which may lead to fewer hospital readmissions. It 
seems that the use of 'denial', 'distraction' and low use of 'accepting responsibility' are more 
likely to experience multiple admissions. 
Health and Medical Factors 
There are a broad range of health and medical factors that may impact on health 
outcomes in people with CHD. Medical barriers to uptake of positive health behaviours 
include co-morbid medical conditions (Aggerwal & Ades, 2001), high risk health status (Sin, 
et al., 2004) perceptions of symptoms and controllability, perceptions that their physician is 
not strongly recommending cardiac rehabilitation (Cooper, et al., 2002) and the perceived 
complexity of required health behaviour changes. 
Body Mass Index (BMI) has been found to be related to development of CHD 
(Frasure-Smith, Lesperance, Irwin, Talajic & Pollock, 2009). Currently, little is known about 
how BMI impacts on health behaviour change in those with CHD or high risk for its 
development. 
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Due to a vast combination of health and medical factors which may be experienced by 
patients with CHD, an individual approach to treatment and rehabilitation is of the utmost 
importance to achieve positive health outcomes and health behaviour change. In general, CR 
programs are not tailored to the individual, which may explain large drop out rates and lack of 
adherence. Consideration of barriers for each individual, relating to health and medical 
factors, factors related to the health system and individual factors is necessary when designing 
a treatment/rehabilitation program for patients with CHD. 
Barriers and Obstacles to Health Behaviour Change 
People with CHD and those with risk factors for developing CHD commonly come up 
against many barriers to improving their health behaviours to achieve more positive health 
outcomes. Some of these barriers include greater distance from health care providers, health 
professional's limited time and knowledge about which health behaviours should be targeted, 
limited access to relevant information about health and health behaviours, co-morbid medical 
problems (i.e. obesity, arthritis and diabetes), difficulty quitting smoking, impact of 
-
detrimental health behaviours of other people in the family, finding time to exercise, finding a 
suitable exercise, knowing how to eat healthily when dining out, dealing with the elements 
when exercising outdoors, changing eating habits and learning how to cook differently. 
Secondary prevention is viewed as very important by health care professionals in the 
CHD area. However, research consistently suggests that delivery of these services is 
inadequate (Piette, 1996). The greater use of information technology may offer solutions in 
overcoming barriers to service access for patients who live significant distances from service 
delivery centres. For example phone contact or video-conferencing could be used between 
ambulatory care visits. 
Lack of physician knowledge is another barrier to maximising health behaviour 
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change in primary and secondary prevention of CHD. One study looked into physician 
knowledge levels with regards to CHD risk prevention in women and found that about half of 
the medical professionals did not know that smoking is a leading cause of MI in young 
women (Barnhart, Lewis, Houghton, & Charney, 2007). This indicates that physicians are less 
likely to place importance on quitting smoking for CHD risk prevention. 
CHD is the biggest cause of death in the UK, but only fifty percent of patients who 
receive a diagnosis get proper secondary preventative care (Gilder, Moher, & Schofield, 
1996). Some of the reasons suggested for this lack of follow up include GP's lacking the 
necessary time to aid patients in accessing services, patient's being more likely to receive 
advice on secondary prevention at specialised clinics and not everyone has access to these, 
and lastly that mental and physical co-morbidities mitigate against secondary prevention 
(Summerskill, & Pope, 2002). By this, it may mean that GP's and heart specialists do not 
know how to facilitate secondary prevention in people with complex health presentations, or 
that the patients find it more difficult than others without co-morbid health conditions to make 
necessary lifestyle changes due to facing more barriers associated with their health. 
It could be said that there are many barriers within the health system that may lead to 
worse outcomes for patients with CHD. This is before individual differences and health co-
morbidities have been taken into account. When system barriers and individual barriers are 
considered in combination, it is not surprising that for many people it is very difficult to 
change and maintain changes to lifestyle factors and health behaviours to improve their heart 
health. 
Conclusion 
A substantial amount of evidence has been presented in this review, indicating that 
there are a number of factors that predict health outcomes in CHD patients and those at risk of 
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developing it. The research also suggests that there is a significant amount variance shared 
between many of these predictor variables. Hence, the current study aims to investigate the 
unique variance in health and health behaviour as accounted for by depression, social support, 
socio-demographic factors coping, and health factors, specifically BMI. 
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Empirical Study 
Predictors of Health and Health Beqaviour in People with Heart Related Health Problems 
Empirical Study Abstract 
Coronary heart disease (CHD) is the leading cause of death in Australia. An extensive body of 
research has been conducted into factors related to positive health outcomes and health 
behaviour in people with CHD. This research indicates that psycho-social and demographic 
factors play an important role in determining adjustment in patients after an acute cardiac 
event, but also in the development of CHD. Despite the extensive research on this topic, many 
questions remain regarding the underlying mechanisms behind the relationships between 
psychosocial and demographic variables and general health and health behaviour. The present 
study aims to build on the understanding of these relationships. Specifically, the study looks 
at the unique variance in patients' perceived overall general health and health behaviour 
accounted for by education, depression, Body Mass Index (BMI) social support and coping. 
The participants were 57 people who had either been diagnosed with CHD or had been 
advised to make changes to their lifestyle for their heart health because of high risk for 
developing CHD. They were recruited through the UTAS School of Psychology on-line study 
web page, a General Practitioner, and an allied-health professional at the Royal Hobart 
Hospital. Participants completed a one-off assessment booklet either on-line or via a mail out 
survey. Three separate hierarchical multiple regressions were employed to investigate the 
aims of the study. The first used level of educational attainment, depression, social support 
(satisfaction and size of social network) and coping effort to predict unique variance in 
perceived overall general health. The second used BMI, social support (satisfaction and size 
of social network) and coping to predict unique variance in intention to exercise. The third 
regression used social support (satisfaction and size of social network) and coping effort to 
predict unique variance in intention to eat a healthy diet. Consistent with the hypotheses, 
higher levels of educational attainment predicted better overall perceived general health. Also 
as predicted, lower levels of depression were related to high levels of perceived overall 
general health. Contrary to predictions, social support (satisfaction and size of social network) 
and coping effort were not found to be related to health. The hypothesis that a greater BMI 
would be predict lower intention to exercise was supported, as was the hypothesis that a larger 
social network would be associated with intention to exercise. Satisfaction with social 
support and coping effort were not found to be related to intention to exercise. The hypothesis 
that a larger social network would be associated with a greater intention to eat a healthy diet 
was supported by the findings, however, satisfaction with social support and coping effort 
were not found to be related to intention to eat a healthy diet. It was concluded that depression 
and level of educational attainment are of great importance when considering factors 
associated with positive general health outcomes in people with CHD and heart health 
concerns. This has implications for health care professionals, with regards to primary and 
secondary prevention of CHD in people with low levels of educational attainment and also the 
importance of screening for depression in people after a diagnosis of CHD. 
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Coronary heart disease (CHD) is a condition in which plaque builds up in the coronary 
arteries, a process known as atherosclerosis. These arteries supply the heart with oxygen-rich 
blood, which is pumped around the body. Over time, plaque narrows arteries causing partial 
or complete blockage, which leads to angina (chest pain) and heart attack, also known as 
myocardial infarction (MI). MI occurs when a coronary artery becomes completely blocked, 
preventing oxygenated blood from reaching the heart muscle. If MI is not treated 
immediately, it can result in serious problems, including heart muscle damage, or death. Over 
time, CHD can lead to heart failure, an inability to pump enough blood around the body, and 
arrhythmias, that is, abnormalities with pace and rhythm of the heart beat. 
Although there has been a significant reduction in CHD related deaths in the last few 
decades, it remains the leading cause of death in Australia (AIHW, 2010). It accounts for 18% 
of all deaths in men and 17% of all deaths in women, resulting in a great financial burden on 
the health system, with high costs associated with treatment and rehabilitation (AIHW, 2010). 
Common psychological reactions post MI include anxiety, depression, denial and fear of 
undertaking physical activity (Moser, Riegel, McKinley, Doering, An & Sheahan, 2007). 
Complications associated with CHD include subsequent Ml, heart muscle damage, and heart 
failure, which can lead to the need for heart transplant. 
Emergency medical treatments for acute cardiac events (Ml) include angioplasty, 
placement of stents and bypass surgery. Follow-up treatments and management involve 
medication and lifestyle change. The top four unhealthy behaviours that contribute to heart 
disease in Australia are smoking, physical inactivity, excessive consumption of alcohol and 
having a diet high in saturated fats (AIHW, 1999). Not only do these behaviours play a large 
role in the development of heart disease, but they are also important in reducing progression 
of CHD, subsequent MI and CHD related deaths. Thus, to reduce symptoms and further CHD 
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complications, patients are encouraged to exercise regularly, reduce levels of or quit smoking, 
cut down on alcohol consumption and eat a low-fat, well balanced diet (Jackson, etal., 2005). 
Cardiac rehabilitation (CR) programmes have been developed to support post MI 
patients in improving their quality of life and longevity through changes in lifestyle and health 
behaviours (Sin, et al., 2004). CR programmes aim to assist patients to improve their fitness, 
reduce blood pressure, lower cholesterol, improve body composition and body weight, lower 
emotional stress and anxiety, and reduce the risk of subsequent MI. Despite the relatively 
wide availability of CR and recognition of efficacy of exercise training for cardiac patients, 
only ten to twenty percent of eligible patients take part (Sin, et al., 2004). Also, limited CR 
programmes are available for CHD patients who have not had a major cardiac event. 
There is evidence to suggest that continued adherence to proscribed exercise regimes 
over time is low (Willich, et al., 1994). There is also research which indicates that habitual 
behavioural patterns such as inactivity, eating a high-fat diet, smoking and drinking at unsafe 
levels, are highly resistant to change (Sutton, 1994). 
Many of the CR intervention studies have been run over relatively short periods of 
time, therefore, knowledge about long-term maintenance of behaviour change is limited 
(Luszczynska, 2006; Luszczynska, Scholz & Sutton, 2007). It also seems that people who 
believe they can manage their own health behaviour change independently are less likely to 
participate in CR programs (Frewen, Schromer & Dune, 1994). 
Few studies have investigated which factors predict successful self-initiated health 
behaviour change in people with CHD. Findings from a study by Schroder and Schwarzer 
(2005) indicated that control over health behaviours was more important than a person's level 
of dispositional optimism, generalised self-efficacy beliefs, and health locus of control beliefs 
in predicting positive health behaviour (Schroder & Schwarzer, 2005). 
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Several studies, based on either the Theory of Planned Behaviour (Ajzen, 1991), or 
Health Belief Model (Rosenstock, 197 4) have investigated various predictive variables for the 
uptake of positive health behaviours (Frewen, et al., 1994). Both models produced weak 
results in predicting the relationship between intention to exercise and actual exercise 
behaviour (Blanchard, Courneya, Roers, Daub & Knapik, 2002; Frewen, et al., 1994; 
Johnston, Johnston, Pollard, Kinmonth & Mant, 2004). The poor predictive utility of these 
models may be due to failure to take into account relevant psycho-social and demographic 
factors. 
There is a large body of research which examines predictors of health behaviour and 
health outcomes in people with heart disease and risk factors for its development, however, 
there are many questions remaining about the underlying mechanisms at work. Studies thus · 
far indicate that depression, socio-demographic factors, social support and coping are 
associated with health behaviour change and general health in people living with CHD and 
those at risk of developing CHD. 
Along with CHD, depression is one of the most disabling diseases in the world 
(Wulsin, et al., 2009). CHD and depression often co-occur, and when they do, rates of 
morbidity and mortality are increased. It is common for people to develop depression soon 
after an acute cardiac event and people with depression are more likely to develop CHD than 
those who are not depressed (Reddy, Dunbar, Morgan, & O'Neil, 2008). Wulsin et al. (2009) 
found that depression is an independent risk factor for CHD, and thus a risk factor for worse 
general health. Another study found that depression accounts for additional CHD risk, above 
and beyond traditional risk factors, such as inactivity, smoking and high cholesterol levels 
(Yusef, et al., 2005). However, the mechanisms underlying the relationship between 
depression and CHD development, morbidity and mortality is not well understood. 
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Recent literature has explored socio-demographic factors, such as income, education, 
employment status, age and gender, and their ability to predict the development and 
progression of CHD. Hemmingway's (2007) literature review on CHD risk and health 
behaviour in women on a low income found that greater levels of financial deprivation was 
related to higher risk of developing CHD. It was also found that small differences in 
employment level and income have a significant impact on CHD risk, including an influence 
on smoking behaviour, levels of physical activity and diet. Level of educational attainment 
appears to have an impact on socio-economic status (SES), as it affects social and economic 
position, which in turn can impact upon employment status, housing and overall material 
resources (Mack, et al., 2004). Other research findings indicate that lower SES is related to 
higher levels of stress hormones, greater likelihood of smoking, less likelihood of eating 
breakfast and less diverse social networks (Rose, et al., 2004). 
It is important to consider the impact of social support variables on adjustment and 
health outcomes in CHD, as this has implications for both patients and their partners and their 
adjustment to related stressors. Past research has found that being in an intimate relationship 
is associated with less mortality after an acute cardiac event and better adherence to CR 
(Moser & Dracup, 2004). These findings are consistent with those from Eriksen (1994), who 
found that greater levels of social support are related to lower levels of cardiac mortality and 
morbidity, and in turn, better general health. Findings by Hamer (2006) were also similar, 
with greater marital distress being related to a higher prevalence and faster progression of 
atherosclerosis. In another study Rankin-Esquer, Houston-Miller, Myers and Taylor (1997) 
found that non-married participants were less likely than married participants to complete a 
12 month, home-based, multi-factorial risk reduction programme following MI or surgery. 
One of the problems with this kind of study is that it assesses social support through marital 
status, a global marker, which only provides minimal information about how social support 
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and a person's adjustment to illness are related. 
Coping can be defined as the process of managing stressful situations. Ability to cope 
with stressful events, such as a recent diagnosis of CHD or MI can have a significant impact 
on health and adjustment over time. Also, ability to cope with stressful events in general can 
act as a buffer with regards to the effect on health, and in turn reduce the chance of CHD 
developing. Research has been conducted to investigate the role of coping styles in CR 
attendance and adherence, depression, anxiety and well-being soon after discharge from 
hospital. In a study which examined approach and avoidance as coping styles over three time 
points, avoidance was shown to be positively related to well-being at the first time-point post 
discharge. However, approach at the first time point was positively related to well-being at 
later time points. Also, approach at the first time-point was negatively related to depression 
and anxiety at later time points (Van Eldern, Maes, & Dusseldorp, 1999). This study indicates 
that although approach as a coping style can be distressing early on for CHD patients, facing 
problems head on can be beneficial later on. Similarly, another study indicates that blunting (a 
form of avoidant coping) is positively associated with well-being in CHD patients soon after 
discharge from hospital, especially those with low self-efficacy for problem focussed coping 
(Bedi & Brown, 2005). Although the research suggests mixed results, in the long-term, 
approach coping strategies appear to be related better psychological adjustment, including 
lower levels of depression in MI patients. 
A large body of research has been conducted into factors associated with health 
behaviours and health outcomes in the CHD area. However, many questions remain 
unanswered. Previous research indicates that there is a large amount of overlap in variance 
between predictors of health and health behaviours, hence limited information about unique 
variance is known. Past findings are also limited by a number of other factors. These include 
the use of global markers of social support, such as marital status, which does not provide 
information about aspects of social support such as satisfaction and size of social network. 
Also, the use of numerous sub-scales of coping, as in the Brief Cope (Carver, 1997), has 
questionable validity as each subscale is based on only 2 items. To have a single scale to 
measure coping would be useful, as it may indicate how much effort is being expended to 
cope with the need to make changes for heart health. 
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Education has been identified as a predictor of health and health behaviours in CHD 
research, however, little is known about its predictive utility in terms of unique variance. 
There has been a lot of research into depression as a predictor of health and health behaviour 
in the CHD area, including studies where researchers have controlled for traditional risk 
factors such as smoking, inactivity and high cholesterol levels. However, what remains 
unknown is how much unique variance in health and health behaviour is accounted for by 
depression once other psycho-social factors have been controlled for. 
The present study aims to add to current knowledge about the relationship between 
psycho-social and demographic factors and health and health behaviour. Specifically, 
examining the unique variance in health accounted for by depression, level of educational 
attainment, social support (size of social network and satisfaction) and coping effort; the 
unique variance in physical activity accounted for by BMI, social support and coping effort; 
and the unique variance in dietary fat intake accounted for by social support and coping effort. 
Hypotheses 
Perceived Overall General Health 
Firstly, it is hypothesised that a greater level of educational attainment will be 
related to a higher level of general health. The second hypothesis predicts that high levels of 
depression will be associated with low levels of general health. Thirdly, it is hypothesised that 
higher levels of social support (satisfaction and size of social network) will be related to 
higher levels of general health. Finally, it was predicated that high levels of coping effort 
would be associated with better general health. 
Intention to Exercise 
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It was hypothesised that greater BMI would be related to lower intention to 
exercise. Secondly, it was predicted that higher levels of social support (satisfaction and size 
of social network) would be related to greater intention to exercise. Also, it was hypothesised 
that higher levels of coping effort would be associated with greater intention to exercise. 
Intention to Eat a Healthy Diet 
It was hypothesised that higher levels of social support (satisfaction and size of 
social network) would be associated with greater intention to eat a healthy diet. Lastly, it was 
hypothesised that greater coping effort would be related to greater intention to eat a healthy 
diet. 
Method 
Participants 
Participants were people who had been diagnosed with Coronary Heart Disease or had 
been advised to make changes to their lifestyle for their heart health (due to high risk of 
developing CHD) and their support persons. To be eligible to participate patients had to be able 
to engage in low to moderate physical activity. People who reported serious co-morbid health 
problems (eg. renal failure, malignancy, heart failure and stroke), major cognitive impairment, 
and those who lived in nursing homes were excluded from the study. 
There were 69 people who completed the questionnaires. Twelve people reported being the 
main support person for a loved one with heart health concerns, but having no health problems or 
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concerns themselves. This gave low statistical power to examine the relationship between support 
persons and people with heart concerns or problems in terms of their heart health related 
behaviours. Data from these 12 people were therefore excluded from further analyses. This left 57 
people who reported a diagnosis of CHD (n = 38) or that they had medical advice to change 
lifestyle factors to improve their heart health (n = 19). Ten were female, 42 were male and there 
was no response on gender for 5 participants. They ranged in age from 43 to 89 years, with a mean 
of 66 years (SD = 10.96). 
Materials 
The Health Related Quality of Life Questionnaire (Sintonen, 1981; 15 items; a =.86) 
was used to measure general health. It assesses 15 different dimension of global health, such as 
vitality and mobility. For each item, participants were asked to indicate their level of 
impairment on that dimension. For example; Vitality: I feel ... 
healthy and energetic 
slightly weary, tired or feeble 
moderately weary, tired or feeble 
very weary, tired or feeble, almost exhausted 
extremely weary, tired or feeble, totally exhausted 
Responses are scored on a 5 point scale, ranging from '1' no impairment, through to '5' severe 
impairment on a given health dimension. Item scores are summed with higher scores indicating 
worse general health. 
Intention to engage in health promoting behaviours was measured using items adapted 
from the Theory of Planned Behaviour Questionnaire (Ajzen, 2002). Two items assessed 
intention to engage in physical activity, and two items assessed intention to eat a low fat diet. 
Participants were asked to rate the likelihood of engaging in physical activity and eating a low 
fat diet over the next week, from 'extremely unlikely' (1) through to 'extremely likely' (7), and 
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to rate the truthfulness of their two statements regarding their intentions from 'definitely false' 
(1) through to 'definitely true' (7). The scores for items regarding physical activity and diet 
were summed separately, resulting in two scale scores; intention to exercise, and intention to 
eat a low-fat diet. Higher scores indicate greater intention to engage in these health promoting 
behaviours. The alpha level for the original measure is sound (Ajzen, 2002; a =.80). 
The Centre for Epidemiological Studies Depression Scale (Radloff, 1977) is a widely 
used measure in clinical and health psychology literature to assess depression (a= .90; Radloff, 
1977). It consists of 20 items, which ask participants to rate the frequency in the last week that 
they have experienced depression related symptoms, ranging from 'rarely or none of the time' 
(0) through to 'most of the time' (3). Items 4, 8, 12 and 16 are reverse scored and scores are 
summed with higher scores indicating higher levels of depression. A score of equal to, or 
greater than, 16 suggests a diagnosis of major depressive disorder. 
The Social Support Questionnaire (Sarason, Sarason, Shearin & Pierce, 1987; a =.97) 
was used to measure social support. It consists of 12 items which ask how many people 
participants have to support them in a variety of circumstances (6-items), and how satisfied 
they are with the support provided in the given situation (6-items), from 'very dissatisfied' (1) 
to 'very satisfied' (7). The measure is scored by adding the number of people available for 
support and dividing it by 6 (the number of items) to create a social support network size sub-
scale (SS-N). The social support satisfaction scale (SS-S) is calculated by adding the 
satisfaction scores and dividing by 6. Higher scores indicate a higher number of people 
available for social support and greater satisfaction with social support provision, respectively. 
The International Physical Activity Questionnaire (Booth, 2000; a= .80) was used to 
measure physical activity. It consists of 27 items and asks participants to record how many 
days in the past week they have participated in a variety of different physical activities, and the 
duration they spent exercising on these days. Scores were weighted according to metabolic 
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load associated with a given activity level. A higher score indicates greater time and level of 
physical exertion through physical activity. 
Dietary fat intake was measured using the Short Questionnaire for the Assessment of 
the Intake of Fat (Rohrmann & Klein, 2003; a= .70). It consists of 20 items and asks 
participants to indicate how often they eat a variety of foods, from 'Once a day or more' (1) 
through to 'Once a month, less or never' (5). Items are summed, with higher scores indicating 
lower dietary fat intake. 
The Brief Cope (Carver, 1997; a= .70) consists of 28 items that assessed use of coping 
behaviours. Participants rate how often they used a number of different coping styles to cope 
with challenges to managing their heart health from 'I haven't been doing this at all' (1) 
through to 'I have been doing this a lot' (4). Items were summed with higher scores indicating 
a greater number of coping strategies used, and thus greater coping effort employed by the 
person. 
Demographic Information was collected from participants. This included information 
about age, gender, employment status, occupation, marital status, country of birth, educational 
attainment, whether or not participants live alone, and Aboriginal and Torres Strait Islander 
status. 
Additional Questions were asked with regards to weight, height, medical information, 
current lifestyle, lifestyle changes and obstacles to behaviour change (see Appendix B). 
Procedure 
Participants were recruited through the UTAS School of Psychology on-line study web 
page (n= 12), a General Practitioner, and an allied-health professional at the Royal Hobart 
Hospital. The local GP and the allied health professional provided brochures describing the 
study and recruitment procedures to their patients who meet the study criteria (see Appendix 
A). Potential participants were able to elect to complete the assessment booklet as either a pen 
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and paper or web based questionnaire (see Appendix B for assessment booklet). This study was 
approved by the Tasmanian Scientific Research Advisory Committee and the Human Research 
Ethics Committee. The references number provided for the present study was H0009142. 
Results 
Data Cleaning 
Data from 57 participants was analysed. A computer program called Statistical Package for 
the Social Sciences (SPSS), version 17, was used to analyse the data. 
Univariate and multivariate diagnostic tests were conducted using SPSS REGRESSION, 
FREQUENCIES and EXPLORE to check statistical assumptions. Prior to computing scale scores 
for the measures used, missing values on questionnaire items were examined. Where less than five 
percent of the items that made up a questionnaire were missing, the missing data points were 
replaced with mean scores on that measure, a procedure recommended by Tabachnick and Fidell 
(2001). Where more than five percent of scores were missing on a questionnaire, the remainin~ 
data points on those cases were removed. 
Univariate checks for normality were conducted on health, intention to exercise, intention to 
eat a healthy diet, depression, social support number, social support satisfaction, fat intake, 
physical activity and coping effort. A visual check of normality revealed acceptable normality for 
health, depression, intention to exercise, intention to eat a healthy diet and fat intake. Less than 
optimum shape was revealed for social support satisfaction, social support number, physical 
activity and coping effort. 
A check for skewness and kurtosis revealed acceptable values for health, intention to 
exercise, intention to eat a healthy diet and depression. Social support number, social support 
satisfaction, fat intake physical activity and coping effort did not fall within an acceptable range for 
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skewness and kurtosis. Values for kurtosis and skewness were calculated (skewness/standard error 
and kurtosis/standard error) and were considered acceptable if they fell within plus or minus three, 
as recommended by Tabachnick and Fidell (2001). 
Transformations were not performed to remedy the less than perfect normality, skewness 
and kurtosis on the offending variables because of concerns about reducing statistical power. The 
removal of outliers was considered as an option to improve skewness and kurtosis. 
Using the extreme values table and box and whisker plots, a univariate outlier was revealed 
on fat intake for one case. Upon removal of that case on fat intake, skewness and kurtosis were 
greatly improved hence meeting statistical assumptions of normality. An outlier was also revealed 
on physical activity, however, after its removal the values for skewness and kurtosis did not fall 
within the acceptable range, so the score on that case was retained. Some outliers on coping effort 
were identified, however, their removal did not adequately improve skewness or kurtosis, so they 
were retained. An aggregate score was calculated to produce a single summed score of coping 
effort rather than using each sub-scale of the brief cope individually in the regression analyses, a 
procedure previously employed by Scott, et al. (2004). 
Descriptive statistics on measures used in the study for patients are displayed in Table 1. 
Table 1 demonstrates that in the sample the mean score on general health (25.48) was higher than 
would be expected for the general population (18.8; Saarni, Harkanen, Sintonen, Suvisari, Kosinen, 
Aromaa & Lonnqvist, 2006) . The scores on general health ranged from fairly healthy through to 
very unhealthy. Participants' mean scores on intention to exercise and intention to eat a healthy diet 
were fairly high. The mean score on depression for participants fell just below the range for mild 
depression. There was a lot of variation in scores on depression. A relatively large proportion of the 
sample reported high scores on depression. About twenty-five percent of participants scored above 
the clinical cut off point for depression. The average scores on social support indicated that there is 
high satisfaction with social support, but that participants in the sample had relatively small social 
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networks. 
Table 1 
Descriptive Statistics for Patients 
N Range Mean SD 
General Health 56 33 25.48 7.75 
Intention to Exercise 55 12 9.96 3.98 
Intention to Eat a Healthy Diet 55 11 10.35 3.59 
Depression 55 30 9.51 8.33 
Social Support - Number 50 54 18.36 13.22 
Social Support - Satisfaction 49 30 29.02 10.22 
Fat Intake 52 21 81.58 5.57 
Physical Activity 51 47520 7906.39 11113.96 
Coping Effort 53 41 44.15 9.79 
Table 1 also indicates that on average the sample had a relatively high intake of fat in their 
diet. There was a lot of variation in physical activity in the sample, with many participants 
engaging in low levels of physical activity and many engaging in high levels of physical activity. 
The table also indicates that on average coping effort was low in this sample. 
Frequencies for 'other' health problems can be seen in Table 2. It illustrates that arthritis 
and joint problems, reported as a co-morbid health problem by about 115th of the sample, was the 
most commonly co-occurring health problem, followed by high blood pressure, then diabetes. Of 
the sample 3.5% of participants reported experiencing depression. 
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Table 2 
Responses Rates to Item - 'Do you have any other medical conditions or health problems?' 
Medical Conditions/Health Problems 
None 
Arthritis or Joint Problems 
High Blood Pressure 
Diabetes 
Thyroid Problems 
Hernia 
Lung Problems 
Eye Problems 
Kidney Problems 
Back Problems 
Depression 
Asthma 
Atrial Fibrillation 
Haemorrhoids 
Hearing Problems 
Osteoporosis 
Gall Stones 
Prostate Problems 
Epilepsy 
Percentage (N = 57) 
48.86% 
19.29% 
14.03% 
12.28% 
5.26% 
5.26% 
5.26% 
5.26% 
5.26% 
3.51% 
3.51% 
3.51% 
3.51% 
1.75% 
1.75% 
1.75% 
1.75% 
1.75% 
1.75% 
Frequencies of treatments for heart health can be seen in Table 3. It shows that the most 
common treatment reported by patients was medication (50% ), followed by lifestyle change (29% ), 
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then other (24%), stent placement (20.3%), then bypass surgery (18.8%).Ten percent of the sample 
reported that CR was a part of their treatment. 
Table 3 
Response Rates to Item - 'What has your treatment involved?' 
Treatment Percentage (N = 69) 
Medication 50.7% 
Lifestyle Change 29% 
Other 24.6% 
Stent/ Angioplasty 20.3% 
Bypass Surgery 18.8% 
Cardiac Rehabilitation 10.1% 
None 5.8% 
Heart Transplant 1.4% 
Table 4 present the frequencies of health behaviours patients have tried to change, the most 
common being reducing fat intake, which was reported by more than two thirds of the sample. The 
second most frequent health behaviour they tried to change was increasing physical activity, at a 
little over half the sample. This was followed by trying to reduce stress, reported by about one third 
of the sample. As can be seen in Table 5, the main reported obstacle related to enhancing their 
health was related to exercise. Obstacles related to healthy eating were also reported as important. 
Table 4 
Response Rates to Item - 'Please indicate the health behaviours you have tried to change' 
Health Behaviour 
Reduce Fat Intake 
Increase Physical Activity 
Reduce Stress Levels 
Reduce Alcohol Consumption 
Reduce or Quit Smoking 
None of the Above 
Percentage (N = 69) 
69.6% 
58% 
36.2% 
27.5% 
20.3% 
5.8% 
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Table 5 
Response Rates to Item - 'Please indicate the main obstacles you have tried to overcome or 
manage in order to improve your heart health' 
Obstacles 
Finding an exercise to suit me Finding time to exercise 
Changing to a low fat diet 
Difficulty ordering healthy food when eating out 
Knowing what to eat when I am hungry 
Learning how to cook differently 
Dealing with the elements when exercising outside 
Finding time to exercise 
Finding time to relax 
Difficulty limiting alcohol intake in social situations 
Other 
Balancing the demands of work and home life 
Difficulty quitting smoking 
Refraining from smoking around other smokers 
Feeling overwhelmed by information about heart health 
Finding information about healthy lifestyle 
Patients 
(N = 57) 
36.8% 
28.1% 
24.6% 
22.8% 
22.8% 
21.1% 
21.1% 
19.3% 
19.3% 
17.54% 
14.0% 
14.0% 
8.8% 
8.8% 
1.8% 
Regression Diagnostics for Prediction of Health, Intention to Exercise and Intention to Eat a 
Healthy Diet 
The Studentized Deleted Residuals analysis revealed no multivariate outliers as did 
a test of Mahalanobis Distance and Cook's Distance. Correlations between predictor variables 
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were examined to check for multicollinearity and were found to be below .90. Tolerance 
values were examined and were found to be above .01. The residual plots ~ere visually 
checked for homoscedasticity, of which there was no violation of assumptions. As suggested 
by Tabachnick and Fidell (2001) a conservative estimate of R2 which has been adjusted for 
the population (adjR2) has been used to represent the amount of variance in the criterion 
accounted for by the predictors. Missing data was dealt with during analysis using pairwise 
deletion. 
Three regression models were used to determine the predictive value of 
psychosocial variables over and above the effects of demographic variables on three criterion 
variables; health, intention to exercise, and intention to eat a healthy diet. It was initially 
proposed that physical activity and fat intake would be used as criterion variables, however, 
the correlations between fat intake and physical activity and the variables that could be 
influenced through therapeutic intervention (depression, social support and coping effort) 
were weak and none were significant. These correlations are displayed in Table 6. ANOV A 
analyses were conducted to determine whether there was an effect when health, intention to 
exercise and intention to eat a healthy diet were split over gender. No effects were found at 
significance level of .05. Bivariate correlations were conducted between the criterion 
variables and sociodemographic variables to determine which variable would be entered into 
each model at block 1. Highest level of education completed (education) was significantly 
negatively correlated with health (r = -.40, p < .001). Intention to exercise was found to be 
significantly related to body mass index (BMI), r = -.319, p < .05. None of the 
sociodemographic variables surveyed were found to be significantly related to intention to eat 
a healthy diet. Therefore, none of the sociodemographic variables were entered into block one 
of the regression adopted to predict intention to eat a healthy diet. 
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Table 6 
Bivariate Correlations of Measures Used in the Study 
lo 2o 3o 4o So 60 70 80 90 lOo llo 12° 130 
1° Health 1 
2° Intention to Exercise -.317* 1 
3° Intention to Eat a Healthy Diet -.142 .400** 
4° Depression .S69** -.188 -.2SO 1 
S0 Social Support- Number -.090 .342* .404** -.177 1 
6° Social Support - Satisfaction .017 .3S6* .312* -.223 .340* 1 
7 ° Fat Intake .OOS .024 .369** .086 .060 -.009 1 
8° Physical Activity -.362** .368** .2S9 -.232 .232 .176 .020 1 
9° Coping Effort .18S .004 .173 .363** .007 .011 -.OSO -.043 1 
lQo Age .222 -.119 -.OSl -.046 -.22S -.088 -.2S2 -.131 -.12S 1 
11°Highest Education Level Completed -.403** .2S2 .038 -.101 .24S .lSO -.009 .37S** .lSS -.214 1 
12° Body Mass Index .224 -.319* .049 .143 .018 .031 -.017 -.141 -.003 -.402** -.14S 1 
13° Time Since Diagnosis .228 -.182 -.177 .027 -.172 -.013 -.030 -.002 -.172 .190 -.074 .06S 1 
* p <.OS 
** p < .01 
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Hierarchical Multiple Regression Analysis - Health 
For the first regression model, education was entered into block 1, depression into 
block 2, social support satisfaction into block 3, social support number into block 4 and 
coping effort into block 5. When education was entered into block 1, it significantly predicted 
health (N= 52), (R = .40, F(l,45) = 8.73,p < .05). The amount of variance in health 
accounted for by education was 16.3 percent, (R2 = .16, adjR2 = .14, F= (1,45) = 8.73,p < 
.05). When depression was entered into the model with education in block 2, (R = .67, 
F(l,44) = 17.58, p < .001). The amount of variance in health accounted for by education and 
depression was 44.4 percent, (R2 = .44, adjR2 = .42, F(l ,44) = 17.58, p < .05.· There was a 
significant increment of variance in health of 28.2 percent which was accounted for by 
depression, (R2i1 = .28, Fil (1,44) = 22.30, p < .001). When social support satisfaction was 
entered into the model with education and depression in block 3, (R = .69, F(3,43) = 13.35, p 
< .001). The amount of variance in health accounted for by education, depression and social 
support satisfaction was 48.2 percent, (R2 = .48, adjR2 = .45, F(3,43) = l3.35, p <. 001). The 
increment of variance in health accounted for by social support satisfaction was not 
significant. When social support number was entered into the model with education, 
depression and social support satisfaction in block 4, (R = .70, F(4,42) = 9.83, p < .001). The 
amount of variance in health accounted for by education, depression, social support 
satisfaction and social support number was 48.4 percent, (R2 = .48, F(4,42) = 9.83, p < .001). 
The increment of variance in health accounted for by social support number was not 
significant. When coping effort was entered into the model with education, depression, social 
support satisfaction and social support number in block 5, (R = .70, F(5,41) = 7.72, p <.001). 
The amount of variance in health accounted for by education, depression, social support 
satisfaction, social support number and coping effort was 48.5 percent, (R2 = .49, F(5,41) = 
7.72, p <.001). The increment of variance 
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in health accounted for by coping effort was not significant. 
An analysis of semi-partial squared correlations revealed that education accounted 
for 13.69 percent of unique variance in health, s/ = .14, p < .05. It also indicated that 
depression accounted for 25.30 percent of the unique variance in health, sr2 = .25, p < .001. 
There was no significant unique variance in health accounted for by social support 
satisfaction, social support number or coping effort 
The relative weights for each predictor were calculated. The relative weights 
indicated that depression accounted for the greatest amount of variance in the total explained 
variance in health (RW = 66.3 % ), followed by education (RW = 32.4% ), coping effort (RW 
= 1.45%), social support number (RW = .78%) and social support satisfaction (RW = .66%). 
The confidence intervals for B were calculated at a 95 percent confidence interval 
and confirmed that significant variables did not span zero. Displayed in Table 7 are the 
unstandardised B coefficients, standardised fJ coefficients, the unique variance (sr2), the 
relative weights and the lower and upper confidence intervals for each variable. 
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Table 7 
Statistics Concerning the Overall Relationship Between Health and Predictor Variables 
B B sr Relative Confidence Confidence 
Weights Intervals for B Intervals for B 
Lower Bounds Upper Bounds 
Education -2.519 -.390 .137* .324 -4.061 -.977 
Depression .526 .565 .253** .662 .289 .762 
Social Support Satisfaction .142 .187 .029 .006 -.044 .328 
Social Support Number .025 .042 .001 .008 -.120 .170 
Coping Effort .030 .038 .001 .013 -.167 .227 
~sr2 = .421 ~RW=l 
* p < .05 
**p<.001 
Hierarchical Multiple Regression Analysis - Intention to Exercise 
The second model was used to predict intention to exercise; body mass index (BMI) 
was entered into block 1, social support number into block 2, social support satisfaction into 
block 3 and coping effort into block 4. When BMI was entered into block 1, it did not 
significantly predict intention to exercise, however, it was approaching significance, p = .054. 
BMI did not account for a significant amount of variance in intention to exercise. When 
social support number was entered into the model with BMI in block 2, R = .47, F(2,34) = 
4.87, p < .05. The amount of variance in intention to exercise accounted for by BMI and 
social support number was 22.3 percent, (R2 = .22, adjR2 = .17, F(2,34) = 4.87, p < .05. There 
was a significant increment of variance in intention to exercise of 12.1 percent which was 
accounted for by social support number (R2 Li = .12, F L1 (l ,34) = 5.30, p < .05). When social 
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support satisfaction was entered into the model with BMI and social support number in block 
3, R = .54, F(3,33) = 4.54, p < .05. The amount of variance in intention to exercise accounted 
for by BMI, social support number and social support satisfaction was 29.2 percent (R2 = .29, 
adjR2 = .22, F(3,33) = 4.54, p <. 05). The increment of variance in intention to exercise 
accounted for by social support satisfaction was not significant. When coping effort was 
entered into the model with BMI, social support number and social support satisfaction in 
block 4, R = .54, F(4,32) = 3.30, p < .05. The amount of variance in health accounted for by 
BMI, social support number, social support satisfaction and coping effort was 29.2 percent 
(R2 = .29, F(4,32) = 3.30, p < .05). The increment of variance in intention to exercise 
accounted for by coping effort was not significant (R4L1 = .00, Fil (1,35) = .00, ns). 
An analysis of semi-partial squared correlations revealed that BMI accounted for 
11.02 percent of unique variance in intention to exercise, s? = .11, p < .05. There was no 
significant unique variance in intention to exercise accounted for by social support number 
(sl = .05, ns), social support satisfaction (sr2 = .07, ns) or coping effort (sr2 = .00, ns). 
The relative weights for each predictor were calculated. The relative weights 
indicated that BMI accounted for the greatest amount of variance in the total explained 
variance in intention to exercise (RW = 36.26 % ), followed by social support satisfaction 
(RW = 34.13%), social support number (RW = 29.63%) and coping effort (RW = .002%) 
The confidence intervals for B were calculated at a 95 percent confidence interval 
and confirmed that significant variables did not span zero. Displayed in Table 8 are the 
unstandardised B coefficients, standardised fJ coefficients, the unique variance (sl), the 
relative weights and the lower and upper confidence intervals for each variable. 
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Table 8 
Statistics Concerning the Overall Relationship Between Intention to Exercise and Predictor 
Variables 
B B sr Relative Confidence Confidence 
Weights Intervals for B Intervals for B 
Lower Bounds Upper Bounds 
BMI -.290 -.332 .111* .367 -.554 -.025 
Social Support Number .076 .253 .057 .293 -.021 .173 
Social Support Satisfaction .109 .280 .069 .341 -.016 .234 
Coping Effort .OOO -.002 .OOO .OOO -.124 .122 
I:sr2 = .237 I:RW=l 
* p < .05 
Hierarchical Multiple Regression Analysis - Intention to Eat a Healthy Diet 
The third model was used to predict intention to eat a healthy diet. Social support 
number was entered into block 1, social support satisfaction into block 2 and coping effort 
into block 3. When social support number was entered into block 1, it significantly predicted 
intention to eat a healthy diet (N = 55), R = .40, F(l,46) = 8.96, p < .05. The amount of 
variance in intention to eat a healthy diet accounted for by social support number was16.30%, 
R2 = .16, adjR2 = .15, F= (1,46) = 8.96,p < .05. When social support satisfaction was entered 
into the model with social support number in block 2, R = .45, F(2,45) = 5.54, p < .05. The 
amount of variance in intention to eat a healthy diet accounted for by social support number 
and social support satisfaction was 19.80 percent, (R2 = .20, adjR2 = .16, F(2,45) = 5.54, p < 
.05. There increment of variance in intention to eat a healthy diet accounted for by social 
support satisfaction was not significant. When coping effort was entered into the model with 
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social support number and social support satisfaction in block 3, R = .48, F(3,44) = 4.28, p < 
.05. The amount of variance in intention to eat a healthy diet accounted for by social support 
number, social support satisfaction and coping effort was 22.60 percent (k = .226, adjR2 = 
.. 17, F(3,44) = 4.28, p <. 05). The increment of variance in intention to eat a healthy diet 
accounted for by coping effort was not significant. 
An analysis of semi-partial squared correlations revealed that social support number 
accounted for 3.15 percent of unique variance in intention to eat a healthy diet, sr2 = .03, p < 
.05. There was no significant unique variance in intention to eat a healthy diet accounted for 
by social support satisfaction or coping effort. 
The relative weights for each predictor were calculated. The relative weights 
indicated that social support number accounted for the greatest amount of variance in the total 
explained variance in intention to exercise (RW = 60.07 % ), followed by social support 
satisfaction (RW = 27.07%), and coping effort (RW = .12.86%) 
The confidence intervals for B were calculated at a 95 percent confidence interval 
and confirmed that significant variables did not span zero. Displayed in Table 9 are the 
unstandardised B coefficients, standardised fJ coefficients, the unique variance (sr2), the 
relative weights and the lower and upper confidence intervals for each variable. 
54 
Table 9 
Statistics Concerning the Overall Relationship Between Intention to Eat a Healthy Diet and 
Predictor Variables 
B B sr Relative Confidence Confidence 
Weights Intervals for B Intervals for B 
Lower Bounds Upper Bounds 
Social Support Number .091 .336 .031 * .601 .014 .168 
Social Support Satisfaction .069 .196 .034 .271 -.031 .169 
Coping Effort .062 .168 .028 .129 -.036 .160 
I:sr2 = .093 I:RW = 1 
* p < .05 
Discussion 
The aim of the present study was to explore the predictive value of depression, level of 
educational attainment, social support, coping effort and BMI on health, physical activity and 
dietary fat intake. In particular, unique variance of these predictor variables on health and the 
aforementioned health behaviours was of interest. Due to non-significant zero order 
correlations between predictor variables and physical activity and dietary fat intake, intention 
to exercise and intention to eat a healthy diet were used as outcome variables rather than the 
actual behaviours. 
Findings of the study suggest that there is a negative relationship between health and 
depression, and a positive relationship between level of educational attainment and health. 
These findings and those concerning the other hypotheses will be explored further, followed 
by a discussion of the limitations of the study, potential future research, implications and 
conclusions. 
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Prediction of Health 
The hypothesis that education would predict (have a positive relationship with) health 
was supported by the results. Findings from the analysis indicate that a higher level of 
education completion predicts better overall perceived general health. This is consistent with 
results of previous rese'1:fch by Mack, et al. (2004) who found that higher levels of educational 
attainment are related to greater SES, which in tum predicts better overall health. 
Much of the previous research about the impact of socio-demographic factors on 
health has focussed on SES and employment status on health, but not so much the direct 
relationship between educational attainment and health. However, the findings of the present 
study indicate that educational attainment itself is a significant predictor of unique variance in 
health, which may not have previously received much attention in the area of heart disease. It 
could be postulated that through higher educational attainment, people may have higher 
incomes, enjoy a higher standard of living, have greater job opportunities and choice, be able 
to afford better health care and have been exposed to more information about health, diet and 
exercise. Many of these factors are also likely to impact directly on day to day stress levels, 
which in tum have an effect on health. It would be interesting to explore the relationship 
between educational attainment and health in a population with a high rate of unemployment, 
or in a sample of participants who are not in the work force, for a chance to reduce the effect 
of factors relating to work. 
In deciding which socio-demographic information to gather for the present study, 
occupation was chosen rather than income to give an indication of SES. It would have been 
useful to have collected information about income to have been able to remove potential co-
variance within the education and health relationship, however, respondents often do not like 
to provide information about their income, especially over the internet. Unfortunately, due to 
the large proportion of participants who were not in the workforce, the information collected 
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about occupation provided limited utility with regards to SES. 
The hypothesis that depression would predict (have a negative relationship with) 
health was supported by the results of the regression analysis. This implies that a greater level 
of perceived depression predicts worse overall perceived general health. This is supported by 
previous findings by Wulsin et al. (2009) and Yusef et al. (2005). Wulsin et al. (2009) found 
that depression is an independent risk for CHD, and henceforth health, whilst Yusef et al.'s 
(2005) findings indicate that depression accounts for additional CHD risk, above and beyond 
traditional CHD risk factors. 
The above finding may be explained by the way depression impacts on activity levels 
and self-care, which can lead to declining general physical health. Commonly when people 
become depressed they become less physically active, may put on weight and be less 
proactive about cm;ing for their physical health (i.e. Visit a GP about a changing mole, quit 
smoking, eat a healthy diet or reduce alcohol intake). However, in terms of previous research 
the aetiological link between depression and health is not well understood. For greater 
understanding of this link for the purpose of patients with CHD, an investigation into the 
relationship between depression and heart health, using a heart health specific measure, may 
provide new insights. 
The hypothesis that social support (satisfaction and number) would predict (have a 
positive relationship) health was not supported by the results. These findings differ from those 
of Eriksen ( 1994 ), who found that greater levels of social support are related to lower levels 
of cardiac mortality and morbidity, and in tum, greater general health. Findings by Hamer 
(2006) were similar, in finding greater marital distress was related to higher prevalence and 
faster progression of atherosclerosis. 
It is interesting to consider the disparity between self-rated depression as reported (by 
only 3% of participants) in the item asking whether participants have any other health or 
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medical problems and the proportion of participants whose scores on the CES-D were above 
the clinical cut of for depression (about 25% ). This may indicate that a large proportion of 
people with CHD experience symptoms of depression, but are not aware of it. This has great 
implications for the treatment of depression in people with CHD. It may be beneficial for 
GP' s and other health professionals involved in care of patients with CHD to routinely screen 
for the presence of depression, which may aid in these patients adjustment and well-being. 
Taking into consideration the large body of research with findings of significant 
relationships between social support and health, and social support and cardiac health, it could 
be thought that the findings of the present study were due to factors related to the study 
design, measures or sample size. It may be that the measure of social support did not have 
enough items to differentiate between participants with high and low social support 
considering the relatively small sample size. 
The hypothesis that coping (effort) would predict (be positively related to) health was 
not supported by the results. It is difficult to compare this finding with those from previous 
studies, as the use of an aggregate coping effort scale has not been used previously in 
exploring coping and health in the heart disease area. Considering that previous studies have 
found significant relationships between active coping and passive coping on well-being at 
different times in the CHD experience (Bedi & Brown, 2005; Van Eldern, et al., 1999), it 
begs the question of how meaningful it is to use this aggregate coping scale. However, it is 
possible that coping effort may have been found to be related to health with the use of a larger 
sample size. 
Prediction of Intention to Exercise 
The hypothesis that BMI would predict (be negatively related to) intention to exercise 
was supported by the findings. It is difficult to relate this to previous findings as there has not 
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been any investigation into this relationship in the heart disease area before, however, it is 
widely believed that the greater the BMI, the less likely a person is to exercise or intend to 
exercise. This may be because greater body weight or obesity is seen as a barrier to exercise 
or may lead to co-morbid physical or mental health problems, such as depression, anxiety, 
diabetes, joint problems and chronic pain, which themselves may act as barriers to exercise. 
The hypothesis that social support would (be positively related to) predict intention to 
exercise was partly supported by the results of the regression analysis. Social support 
satisfaction was not significantly related to intention to exercise, but there was some 
relationship between size of social network (social support number) and intention to exercise. 
There was no significant unique variance in intention to exercise accounted for by social 
support number. However, when social support number was entered into the regression 
model, there was a significant increment of variance in intention to exercise. This indicates 
that social support number accounts for some shared variance in intention to exercise. These 
results share some similarities with previous findings by Rankin~Esquer et al. (1997), that 
non-married and separated CHD patients are less likely to have good health behaviours 
following an acute cardiac event. Care should be taken when interpreting this result, as the 
measures of social support and the measure of intention to exercise are constructed of a small 
number of items. Hence, had the sample size been larger, more significant results may have 
been uncovered. 
The hypothesis that coping would predict intention to exercise was not supported by 
the findings. A previous study by Van Eldern et al. (1999) found that approach and avoidance 
as coping styles predicted well-being differently at different time points. It could be 
postulated that well-being in these CHD patients is related to exercise and intention to 
exercise, therefore the results of the present study are not consistent with Van Eldern et al's 
findings. 
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Caution should be taken when interpreting these results due to the use of the aggregate 
coping effort measure, the relatively small sample size and small number of items on the 
intention to exercise measure. Future research could further explore the relationship between 
coping and exercise, and coping and intention to exercise, by using a measure of coping with 
items specific to people with heart health concerns/CHD and using a larger sample size. 
Prediction of Intention to Eat a Healthy Diet 
The hypothesis that social support (number and satisfaction) would predict intention to 
eat a healthy diet was partly supported by the findings. The results suggest that the greater the 
number of people in a persons social network, the greater their intention to eat a healthy diet. 
This result shares some consistencies with findings by Rankin-Esquer et al. (1997); that 
married patients are more likely to adopt positive health behaviours after an acute cardiac 
event, that is, if being married is related to having a larger social support. 
Again caution should be taken when interpreting this result. The present study 
involved a relatively small sample size and the measures for intention to eat a healthy diet had 
a small number of items. Significant medium strength bivariate correlations were found 
between intention to eat a healthy diet and social support-number and social support-
satisfaction. Therefore, it could be expected that if the present study was conducted with a 
larger sample size, both social support-number and social support-satisfaction may be 
significant predictors of unique variance in intention to eat a healthy diet. 
The hypothesis that coping (effort) would predict intention to eat a healthy diet was 
not supported by the results. The finding of this relationship as being non-significant is 
probably due to, as previously mentioned, a combination of the relatively small sample size, 
I 
the use of the aggregate coping effort scale the and small number of items for the measure of 
intention to exercise. 
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Limitations of the Study 
The findings and interpretations of the present study into predictors of health and 
health behaviour in people with heart health concerns are limited in a number of ways. Firstly, 
as previously mentioned, the sample size for the study was relatively small, which impacts on 
the value of the findings in a number of ways. Due to the small sample size it was not possible 
to compare the CHD diagnosis group with the heart health concerns group. By combining 
those with a CHD diagnosis and those with heart health concerns into one group, it is likely 
that this created noise in the data, which may have resulted in reduced predictive validity of 
depression, education, BMI, social support and coping on intended health behaviours and 
general health perceptions. It would have been useful to have compared these groups to 
examine whether having an acute cardiac event or diagnosis of CHD, rather than less serious 
heart health concerns, provides a greater ability to predict outcomes. Secondly, it would have 
also been useful to have a large enough sample size to compare groups across gender and also 
to compare those who are depressed versus those who are not depressed. Thirdly, With a 
larger sample size, significant results may have been obtained for relationships where one or 
both of the measures used had a small number of items, such as intention to exercise, 
intention to eat a healthy diet and social support. 
The use of the coping effort aggregate score rather than the usual brief cope subscales 
may have reduced the meaningfulness of findings, as. it does not discriminate between 
different types of coping, which may be more or less beneficial, such as active and passive 
coping. There seems to be a limited number of coping measures available that would be 
useful for this kind of study, therefore the development of a heart-health specific coping 
measure could provide more useful findings for future studies. 
The use of intention to exercise, and intention to eat a healthy diet rather than physical 
activity and fat intake (actual behaviours) is another limitation of the present study. As there 
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are many factors that affect the relationship between intention and actual behaviour, this 
would have resulted in a loss of information about the direct relationship between the 
predictor variables and actual health behaviours. However, there is use in looking at 
predictors of intention. It is just that it provides different information than what was initially 
being sought in the present study. 
The characteristics of the sample used are another limitation of the study. 
Approximately half of the participants were recruited from the pacemaker clinic at a local 
public hospital. Patients of this clinic are more likely to have characteristics such as long term 
heart problems, specifically with difficulty with maintaining a regular heart beat. It is likely 
that this subgroup of the sample have other shared characteristics that may be different from 
the general population, which limits generalisability of the results, provides more noise within 
the data, and with any relatively small sample, this can be problematic. The sample also 
includes many more men than women, a low average on level of educational attainment and a 
large proportion of retired participants. All of these factors limit the generalisability of 
interpretations. However, with any relatively small sample, these types of proportions in 
sample characteristics can be problematic. 
Although there are a number of limitations to the present study, they are mostly 
related to sample size which is a common issue for studies conducted as part of a Masters 
degree, and despite the limitations, useful interpretations can still be made. 
Conclusions 
The present study was undertaken in an effort to further understand the complex set of 
relationships which can impact on the health and wellbeing of people with heart health 
concerns or a diagnosis of CHD. The results of the investigation impart evidence that lower 
perceived depression and higher educational attainment predict significant better overall 
general health, both providing unique variance. Also BMI accounted for unique variance in 
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intention to exercise, where lower BMI predicts greater intention to exercise. Further, the size 
of social support network was found to account for unique variance in intention to eat a 
healthy diet, with a greater social network size predicting higher intention to eat a healthy 
diet. Neither social support nor coping effort accounted for significant unique variance in 
intention to exercise. Also, social support satisfaction and coping effort did not predict 
significant unique variance in intention to eat a healthy diet. These findings may have been 
significant if a larger sample size had been used. 
In conclusion, the present study provides evidence to support the importance of 
screening for depression in patients with CHD and the importance of treating depression in 
primary and secondary prevention of heart disease. Also, these findings highlight the 
importance of primary prevention of CHD and general health promotion, especially in people 
with low levels of educational attainment. It would be useful to overcome the limitations of 
this study in future research to increase the application of the findings. 
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Appendix A - Invitational Brochure 
Interested? 
If you want to participate in the 
project, or find out more 
information, please phone: 
Annabelle Young 
on (03) 6226 6619. 
Or go to ... 
www.utas.edu.au/psychol/participate_ex 
periment/rhd/annabelle.htm 
To complete the questionnaire 
booklet online 
The questionnaire booklet takes 
approximately 30 minutes to 
complete 
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Ms Annabelle Young's Masters Thesis in 
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Coronary Heart 
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Health Concerns 
Appendix B - Assessment Booklet 
Heart Health Questionnaire 
Section A 
This section asks about you or your loved one's medical information 
1. I am someone who ... 
Please choose *only one* of the following: 
·r is a support person for a loved one with heart he~lth 
cpncerns 
r has been told by your GP to lose weight, reduce your blood 
gressure or lower your cholesterol for your heart health 
,r has been diagnosed with Coronary. Heart Disease 
'r is a support person for someone with heart health concerns 
. as well as having m~ own heart health concerns · 
2. How long ago did you (or your loved one) receive Jhe diagnosis of Coronary Heart 
1
Disease OR discover that for medical re~sons you needed to lose weight, reduce blood 
pressure, lower cholesterol.or make other lifestyle changes in order to improve your heart 
1health 
Please choose *only one* of the following: 
'\:. _,,, During the last week 
r _ During the last month 
~~··· During the last 6 months 
C .. puring the last year . 
r:-. During th'e last 2 years 
r . 'ouring the last 5 years 
r 
r3. wt1at tlas your{ or your loved one's) treatment involved? 
Please choose *all* that apply: 
r 
= Nothing 
··1 
·r 
Lifestyle change 
.. ' 
·r Cardiac Rehabilitation 
r . Medication 
r Stent/angioplasty 
r Bypass surgery 
r Heart transplant 
r Other 
1 
4. If you are a support person for a loved one with heart health concerns, what is your · 
relationship to them? 
Please choose *only one* of the following: 
r 
. ' 
How much do you weigh in kilograms? 
Please write your answer here: 
What is your height in centimetres? 
Please write your answer here: 
7. oo you have any oiher medical concfiiionsor health prob lems? 
Please write' your answer here: 
1
8. From the list below please indicate the health behaviours you (or your loved one) have 
tried to change? 
Please choose *all* that apply: 
!_'""""""'Increase physical activity 
r Reduce fat intake 
r _Reduce alcohol intake 
'r 
. Reduce or quit smoking 
r Reduce stress levels 
r None of the above 
Section B 
Please read through all the alternative responses to each question before placing a mark against 
the alternative which best describes your present health status. Continue through all 15 
questions in this manner giving only one answer to each. See next page 
2 
1. Mobility 
2. Vision 
3. Hearing 
4. Breathing 
Please choose *only one* of the following: 
r I am able to walk normally (without difficulty) indoors, outdoors and on 
stairs. 
r I am able to walk without difficulty indoors, but outdoors and/or on 
stairs I have slight difficulties. 
r I am able to walk without help indoors (with or without an appliance), 
but outdoors and/or on stairs only with considerable difficulty or with help 
from others. 
r I am able to walk indoors only with help from others. 
r I am completely bed-ridden and unable to move about. 
Please choose *only one* of the following: 
r I see normally, ie I can read newspapers and TV text without difficulty 
(with or without glasses). 
r I can read papers and/or TV text with slight difficulty (with or without 
glasses). 
r I can read papers and/or TV text with considerable difficulty (with or 
without glasses). 
r I cannot read papers or TV text either with glasses _or without, but I can 
see enough to walk about without guidance. 
r I cannot see enough to walk about without a guide, ie I am almost or 
completely blind. 
Please choose *only one* of the following: 
r I can hear normally, ie normal speech (with or without a hearing aid). 
r I hear normal speech with a little difficulty. 
r I hear normal speech with considerable difficulty; in conversation I 
need voices to be louder than normal. 
r I hear even loud voices poorly; I am almost deaf. 
r I am completely deaf. 
Please choose *only one* of the following: 
r I am able to breathe normally ie with no shortness of breath or other 
breathing difficulty. 
r I have shortness of breath during heavy work or sports, or when 
walking briskly on flat ground or slightly uphill. 
r I have shortness of breath when walking on flat ground at the same 
speed as others my age 
r I get shortness of breath even after light activity, eg washing or 
dressing myself. 
r I have breathing difficulties almost all the time, even when resting. 
3 
.s:· Slee.ffing~ ~ .. -~l·e~~~- ~h~:~~-·~onlv o~e;.-~; ~h·~··:~u~win~/" "~~ .: ... _.,,. . ·:- ........... . .... - . ~ 
"· .. : ' )!? ... . I ~m a.ble to's1e·ep nqrmal.iy,:ie I h~ve ~o-prob[~ms with's.leepin~-. ·,• 
:t~. I h-~~e slight probl~m:s wit~ sl~eping; -~9 diffic~lty in fal;i-~g asl~ep» or . : . 
. _sgmetin;1es wc;ikiog at night. .. · . '• . ,' . . ' . ·, . . 
»·:_r 
1
( h·a~e mod~rate .prbblem~ ~;t~ 'slee6ing, eg ~istu~b~d §1eep; ~r feeling '.: '' ". 
I· h(;!ve r:iot sleptenough. · ·. . . , 
p, .:I' h~~e-~rea./prob.lem~-with_sl~epin~,-- eg ·having to use:sle~ping'.'~ills ' 
"' .. ·often o'r routineiy;· or us~ally waking a~ night and/or _too early in the'('. ' 
•.. ·xnprnir:ig._ .· . · · . . . . ·. 1 
.;·· .• , '·.:~ .. 11 s~~tfer s~vJ~~:sl~epiess,ness'; e~ ,slS:Eip; is a1;ri6~t impd~sible' even with':' .. .,_ . '. 
''_ ..... :'.' ~ .... flJll U~e.of Sl~_epj!)g pjll~, ·9r_ ~tayJn_g §l.Wa_~e :!T!OSt ~f.thE? !Jig_tit; . _ .. .' <. . . . . ... .:__ ::_:_J 
·s~-E~tii19 .. ·· -~ :·· · ·· ··-.:~ .. · · ·;,.:.: · .·· .. · ...... 
O~ - , 
0 
X N < , -!< > 
.. :~- : · !Please cffoose *oii'ly one':' of the following:·: ~ 
.· · . .-:.>··.: ~"~·lam:a~!~.to~at'.~ormally,,ie~ittr:n6h~ldJromoth~rs.· ... :'-- . . • ·: 
•' ','•,t"' "',< ',,~'',.' ~ ,; ~~ :"_,'', ',' ~~-~-,·;~~ , '''x ,·c • ~ :!':, ~,·\.", ,", ,,•if:: 0 '' 
-~-. . .. ,.·I am abje to eat by'mysE?lf with n::iinor difficulty (eg slowly, Qlumsily,.s~akily,..· ·_ 
~y\tith_ sp~cial appli~11ces)., .: . . - :; . , . . ' .. ', ' . . 
~ ~ 0 ·,~ 1~ ~ ~~ • ' ' ' ::~ d : :' ' : • " ' ~ ' - ' , < :_ ~ - ' ' _'t' 
"' 
1 
.•• J nee_9 .som~ help' from:8:nother, pers~n Jn' eating. ' . . 
. . .. ~- .· !.c;im· Y,r:i~ble fo eat by_ ~ys~_lf at ~II, _so I ~~M be f~d by an?ther pe·i~ori. · 
.: ·_ · ~ .. : .. : ··. ·):~~-~~a.b!~·to_:~at ~ta11·;;_~~ I. a_~·fed·e_ith~r-_byt~6~--~r .. _lnfr~'{~~~-~~!i "-:·. 
,7. spe~ch' ·:·~ ~:: ~- ---· ~-- 7 .- --__-~ ·_-- ·:--· ~--:·-.,· · .... - ~:::_.:· ..... .,: - • .... · --- --.. -· .. - ,. • .. _ • 
;_ ": __ ., :.' -.··. ~·.·Pl~ase··Gtioose.*only o-n~~of the"followinff•: · ' .. ·: 
:_c i am abl~ t~~~peak -n~r~ally,\e c1eir1;, audibl; -~nd flu~6tly. 
, : '_'[- . I 'hiJ~· slig~:rspeed~ ~q;fficuitfe~: ·_~g o~ha~io~·~I ~f~mblin~i ;or .w~;d?.; "' , . . . 
.. 'rpumb)ing, or changes of pitch. .'~: . . . . . : .. ~ , .. 
, ... :Li I can ~~k~- fnyself µnd.erstood, .but ·my speec_~- is 'eg ··di~j~inted,.: . : .. 
- •• ; ,c 
·i 
' 
. - I 
i 
-./ 
··, 
." ·j 
' .... ·"falt~ring: stutte~ing o'r'stamrne,ring;· ·: , . :' , . , , . ; . •, . • . .... 
'r'. M~s~ peopl~ have g.reat ditfi.culty .understandi~-g my speech.. . .. 
. t~_ 1 _~?n :9n:lyn:fo.ke,-my~~lf ·un_d_e:~tgod ~~ g~stu~ei. .. _.· ·: . ~. _· __ .. _. __ ~· .. • ......... :.: 
, .. 
a~ Eliminauaii .. -.- -< .:. .. "· ............. · ·:; 
; '"°- ••. . · ·: Pleasei.choo~e *o'nly one~ of the.following:·· . • . .: · 
. · .. : .r My bladder ~nd bo~e.1 w~rk ~orm~ll~ ~-nd with~u~ p~~blems. " .· 
··: ·r, ~· h~ve slight:p~oblems ~ith.·my bladd~r ~~d/or.:bowel'f~·n~tion,.eg 
· ·difficulties with urination, ·or loose ·or harp bowels.:_· · · '_ 
.: _r I. have mark.ed probleriis with.my bladder aridfb; bbw~I fun9'tio~:" eg. 
_pccasional 'accidents', or:severe ,constipation or diarrhea .. 
: _r I h_~ve serious probl~ms with ·my .bladder and/~r' bowel function, eg. 
routine' 'accidents', or need of catheferization or enemas.'J.-.: »" 
·"r . 1. have no c_o~ntrol O\f~r r:nY ~-~~~g-er a~g~or bo~~I-t'un~ti;n_: . . . "~ 
' ' ~ l 
,. '" ' I 
,\ 
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'9. ·usu'a1 activftie.s ·: . . :: .. .-:· . . '··: .. . .··::''\ :· r·: :<:'' . ':»- '• ' . ': ... . --.·. .~ < ~ '' '.;, 
Please ch.oose *only on~* "of the to"ilowi~g~' ... 
.• :· ,, : : }~-~ ·1 ~~ able t~ ·p~rfor~ :~y Li?~~[' activiti,es (eg ~~ployn:ien~; 9tud~i·;,=g, 
.. ' 'hqusevyork, fre~-titne ac!ivitfes) without.difficulty. ' , ._· ' . " _·',-:.· . ' 
·' 
' 
-~C I am able to perform·~y usual activities slightly.' less eff~ctively·ot with· 
'mihor·difficulty~ : · ·: · . · ~ · : ~ ·. .. · · · :·'. .. · ·· ·. · · ·" · 
I~ l a~' able t~'.·perform :mV usug.l a~tivitjes mud1' les~ ~ffecti~ely,:-w;t~ 
go_nsiderable difficulty, or not .compl~t~ly .. · . · . · . · 
· --~ .. I ca-~:o~ly -~anage ~ :,s~all p;6portio~:~/ ~Y previously usual ~-~~Jvlties. · 
.... · ~ ~'. .. : :c .. 1. ?~ __ un9ble:.to 111an.~g~_.~ny·~t_ my p~_e,yiou_~ly·:~s_u9l .. a~tl~iti_~-~-~ ·:::,_._;~_,,; .. ·. --~--- , .. ~·; 
1 o. ~~~~tat ·function - -: · · · · · · ::~ · · 
.. Please choose *~nly one* of the following~··· . . 
_:_-"~ I ~~ :&ble to .. thin~- cl~~rly a~·d l~~icall~ ·~nq ~j ~emoiy'. fu~~ti~~~ well .. « · .. 
, T~:' .I· h9-V~ slight diffjc.~lti~s in thinking ~;~p.ily and: l~-gically,' ~r my rri-~~ory. _.:;._.. . 1 
· sometimes ta.ilS· 'riie. ' '· .:« .. . · · · · ' , _- •· c . ·: .1 
.,- ·:t: _1 -~-~~~ m~rk~d diffibultjes in ·t~i~kin.g c;;_e.arly ~nd logi~~i;y, or rriy me~:ow" 
· :;::i~_l?.qmew~at imRaired .. .,·.::\ ·: · ·.· ·. . . · · . :·· ·: :.. · fa • • : 
''' , : ·r; ,: ·h~y~ gre?-t .. ~i.ff;~~1~i-~s in ~hi~kl89 ~l~a-rl~ and l~~ically !, ~r. my me~or~ '·is~', .... ; 
. ·seriously-impaired~ ··. . --:."-~ . . . . · :.·-. .. :. · : "< · · · 
, .. ::~ .~ ... ;". :~ . \ ·.am,.'p,er;,,~;,_e~tlx cc{ntu~ed :a.~~i ~isori~nted i~Jpl~d~:.~nd .. ti~e. '· -~ .... -·' •,. -", , , .. ~ 
11 :~Qisc!<>1nioh imci symr>tC:>rr.5 ·· ·· .-- . · :·· · ... ·: " , · --~·· - .. . · ..... · · ·· · --- ·--·--.;-. .-- ~:·~: 
: .. : <'·: .. : ·. : : Please· bhoose/only orni ~f the:followfng:<.: .. : '"- · . . , .' : ' 
... : . :r I h'aye no p~~~ica.I ~i;c~mfo'rt. o~-sy~p~o-ms,-~~-:pair:i, ~~he, ~?~·se~,_- :. : , .: 
; v" v ~ ~ '," '/itchJng'~etc. ' ~ , ~ ~ " < ' "o v - ,-0 :~ > , •' 
, .. ':. · :.·.' · :;'.~- I ·h~Ve mild p~ys.ical.:discomfort.~r s.yrriptp~;,'~g pai·~·,ache, na'.~s~~, . 
. itching ~tc. · · · ":· : · . . . " - .. . ._ 
'I r ;I ·ti~v~ m~rk~d ~hy~i~ai disco~t'orl o/~.y~pto~~' e'g ·p~i~,-a~h~;"DaL.Jse~> 
. : itching etc. · · . 
. ·r: I; h~Vf.3 .severe physicial disco~fort or· s~(mptqms, eg paif1, ache', -~aus~a( :~ 
·:itching etc.· · · · .. : 1 · · · : ; . ·· 
·:· ·~ .. i' h~~~· unbe~rable phy$ical dfs~omf~ft ~r sym~pfoms, ~g pain,_ ~qhe, ·· 
. • . . . , .. nausea,:_itching etc. · · · · · · · 
12'. Depressio~ . . . . . 
. '· : Please· choose :*only one* of the followinci:· · · · ., ... 
r I do not feel at all sad, melancholic or depres~ed. 
~ ~ ' ' ' 
r I feel slightly.sad, mel~nc~ollp or depressed .. 
r I foel mode~ately sad, melancholic C?r depre~s!3d. 
r I feel very s:~d, mela.ncholic or depressed. · ~ .. 
r I feel extremely sad, melancholic ~r -~~pressed. 
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13. Distress 
14. Vitality 
Please choose *only one* of the following: 
r I do not feel at all anxious, stressed or nervous. 
r I feel slightly anxious, stressed or nervous. 
r I feel moderately anxious, stressed or nervous. 
r I feel very anxious, stressed or nervous. 
r I feel extremely anxious, stressed or nervous. 
Please choose *only one* of the following: 
r I feel healthy and energetic. 
r I feel slightly weary, tired or feeble. 
r I feel moderately weary, tired or feeble. 
r I feel very weary, tired or feeble, almost exhausted. 
r I feel extremely weary, tired or feeble, totally exhausted. 
15. Sexual activity 
Please choose *only one* of the following: 
r My state of health has no adverse effect on my sexual activity. 
r My state of health has a slight effect on my sexual activity. 
r My state of health has a considerable effect on my sexual activity. 
r My state of health makes sexual activity almost impossible. 
r My state of health makes sexual activity impossible. 
Section C 
1. I intend to do at least 30 minutes of physical activity on most days of the forthcoming 
week. 
Please choose *only one* of the following: 
r Definitely false 
r Mostly false 
r A little false 
r Unsure 
r A little true 
r . Mostly true 
r Definitely true 
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I will do at least 30 minutes qf physical activity on most days of the next week 
Please choose *only one* of the following: 
r Extremely unlikely 
r Unlikely 
!:_- r little unlikely 
r Unsure 
r 'A little likely 
[:: .. Likely 
r 
3. I intend to eat a low-fat diet over the forthcoming week. 
Please choose *only one* of the following: 
r 
'4. I will eat a low-fat diet over the next week. 
Please choose *only one* of the following: 
!:': . Extremely unlikely 
r Unlikely 
r A little unlikely 
r 1unsure 
r: A little likely 
r Likely 
r Extremely likely 
Section D 
Below is a list of some of the ways you may have felt or behaved. Please indicate how often you 
have felt this way during the past week by checking the appropriate space. 
1. I was bothered by things that usually don't bother me 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
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8. I felt hopeful about the future. 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
9. I thought my life had been a failure. 
10. I felt fearful. 
11. My sleep was restless. 
12. I was happy. 
13. I talked less than usual. 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time {3-4 days) 
r Most or all of the time (5-7 days) 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
Please choose *only one* of the following: 
r 
r 
Rarely or none of the time (less than 1 day) 
Some or a little of the tim~ (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
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14. I felt lonely. 
15. People were unfriendly. 
16. I enjoyed life. 
17. I had crying spells. 
18. I felt sad. 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
19. I felt that people disliked me. 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
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20. I could not get "going". 
Please choose *only one* of the following: 
r Rarely or none of the time (less than 1 day) 
r Some or a little of the time (1-2 days) 
r Occasionally or a moderate amount of the time (3-4 days) 
r Most or all of the time (5-7 days) 
Section E 
The following questions ask about people in your environment who provide you with help or· 
support. Each question has two parts. For the first part, list all the people you know, excluding 
yourself, whom you can count on for help or support in the manner described. Give the persons' 
initials and their relationships to you (see example). Do not list more than one person next to 
each of the numbers beneath the question. For the second part, indicate which response is most 
accurate in reflecting your satisfaction with this type of support. If you have had no support for a 
question, check the option 'No one', but still rate your level of satisfaction. Do not list more than 9 
persons per question. Please answer all the questions as best you can. 
EXAMPLE: 
Who do you know whom you can trust with information that could get you in trouble (use initials 
and relationship to you)? 
No one 1) T.N. (brother) 2) L.M. (friend) 3) R.S. (friend) 4) T.N. (father) 5) L.M. 
(employer) 6) 7) 8) 9) 
How satisfied (are you with this support)? 
1) very dissatisfied 2) fairly dissatisfied 3) a little dissatisfied 4) a little satisfied 5) fairly 
satisfied 6) very satisfied 
,1. Whom can yo1.,1 really count on to be qependable_ when· you need help? -
t · Please write each- berson's in.itials and-relationship to you: _ 
r- VU VU V UV U V - 'UU u VU u u ~ - - - u UV-~ u ~- - V u u - V 0 v U VU U U 
: r, ,N_<? .?.!1.~---- ~--~---~---- __ ,_ -~·-o;-- ''c-"':~-".:',,-·;-7-,' -::::·-· , ~.::' ', ':' .·': ,'·:··- Z-~:=-
·r 
i, ',, '.1) '- , ,'',, • -:;.. ·:o· -·. " _·_-_ -,· ' --~"' : ' , "', ,, ··-:;-·-, '.< "7'.-::;" , , .' 
:r_ 2} ________ "' ______ ,_. --· ._, __ --------- .. -,----.--,,-,,·----:·.'c'-::''.·:.o-' 
;~ _-9) -~- , " ,, ·~--------· ,, .,_,,_. 
-·····-· ··---- - -- -- - - -- ----- ·---;---- - ----: -- --<::.- "'. ---- -~- ..:;~":'.:: 
r 9) 
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Please choose *only one* of the following: 
r Very dissatisfied 
r Fairly dissatisfied 
C , A little dissatisfied 
r A little satisfied 
Fairly satisfied 
3. Whom can you really count on to help you feel more relaxed when you are under 
pressure or tense? 
~ 
I (Whom can you really count on to help 
1 you feel more relaxed when you are ! under pressure or tense)? 
Please choose *only one* of the following: 
~ ---Very dissatisfied 
r _ Fairly dissatisfied 
r A little dissatisfied 
r A little satisfied 
r Fairly satisfied 
Very satisfied 
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5. Who accepts you totally, including both your worst and best points? 
6. How satisfied? 
(Who accepts you totally, including 
both your worst and best points?) 
Please write each person 's initials and relationship to you: 
~ 
------
Please choose *only one* of the following : 
r Very dissatisfied 
r Fairly dissatisfied 
r A little dissatisfied 
-
r A little satisfied 
r Fairly satisfied 
r 
7. Whom can you really count on to care about you, regardless of what's happening to 
you? 
Please write each person's initials and relationsh ip to you: 
-- . 
r No one 
1 · . ; 
; r 1) 
tr --- ... 
r 2) 
r 3)_ 
:r 
I 4) 
r s) 
·r 6) 
r 7) 
·r s) 
,r 9) 
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8. How satisfied? 
(Whom can you really count on to 
care about you, regard less of what's 
happening to you?) 
Please choose *only one* of the following: 
r Very dissatisfied 
r Fairly dissatisfied 
r A little dissatisfied 
r A little satisfied 
Fairly satisfied 
9. Whom can you really count on to help you feel better when you are feeling generally 
down-in-the-dumps? 
10. How satisfied? 
I (Whom can you really count on to help 
you feel better when you are feeling 
gen~rally down-in-the-dumps?) 
Please choose *only one* of the following: 
r Very dissatisfied 
r Fairly dissatisfied 
r A little dissatisfied 
r A little satisfied 
r Fairly satisfied 
r Very satisfied 
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11. 
(Whom can you count on to console 
you when you are very upset?) 
Please choose *only one* of the following: 
r Very dissatisfied 
r Fairly dissatisfied 
r A little dissatisfied 
r A little satisfied 
r . Fairly satisfied 
r Very satisfied 
Section F 
We are interested in finding out about the kinds of physical activities that people do as part of 
their everyday lives. The questions will ask you about the time you spent being physically active 
in the last 7 days. Please answer each question even if you do not consider yourself to be an 
active person. Please think about the activities you do at work, as part of your house and yard 
work, to get from place to place, and in your spare time for recreation, exercise or sport. Think 
about all the vigorous and moderate activities that you did in the last 7 days. Vigorous 
physical activities refer to activities that take hard physical effort and make you breathe much 
harder than normal. Moderate activities refer to activities that take moderate physical effort and 
make you breathe somewhat harder than normal. 
15 
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8. PART 2: TRANSPORTATION PHYSICAL ACTIVITY 
These questions are about how you travelled from place to place, including to places like work, 
stores, movies, and so on. 
During the last 7 days, on how many days did you travel in a motor vehicle like a train, 
bus, car, or tram (DAYS PER WEEK)? 
No travelling in a motor Please write your answer here: 
vehicl_~_Skip to_question 10 
9. How much time did you usually spend on one of those days travelling in a train, bus, 
car, tram, or other kind of motor vehicle (MINUTES PER DAY)? 
Please write your answer here: 
10. Now think only about the bicycling and walking you might have done to travel to and from 
work, to do errands, or to go from place to place. 
During the last 7 days, on how many days did you bicycle for at least 10 minutes at a time 
to go from place to place (DAYS PER WEEK)? 
.. "" "" 
No bicycling from place to Please write your answer here: 
place Skip to question 
12 
11. How much time did you usually spend on one of those days to bicycle from place to 
place (MINUTES PER DAY)? 
Please write your answer here: 
12. During the last 7 days, on how many days did you walk for at least 10 minutes at a 
time to go from place to place (DAYS PER WEEK)? 
" - " 
No walking from place to 
place Skip to PART 3: Please write your answer here: 
HOUSEWORK, HOUSE 
MAINTENANCE, AND 
CARING FOR FAMILY 
13. How much time did you usually spend on one of those days walking from place to 
place (MINUTES PER DAY)? 
Please write your answer here: 
14. PART 3: HOUSEWORK, HOUSE MAINTENANCE, AND CARING FOR FAMILY 
This section is about some of the physical activities you might have done in the last 7 days in and 
around your home, like housework, gardening, yard work, general maintenance work, and caring 
for your family. 
Think about only those physical activities that you did for at least 1 O minutes at a time. 
During the last 7 days, on how many days did you do vigorous physical activities like 
heavy lifting, chopping wood, shovelling snow, or digging in the garden or yard (DAYS 
PER WEEK)? 
No vigorous activity in 
garden or yard Skip to 
question 16 
Please write your answer here: 
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23. How much time did you usually spend on one of those days doing vigorous physical 
activities in your leisure time (MINUTES PER DAY)? 
Please write your answer here: 
24. Again, think about only those physical activities that you did for at least 1 O minutes at 
a time. During the last 7 days, on how many days did you do moderate physical activities 
like bicycling at a regular pace, swimming at a regular pace, and doubles tennis in your 
leisure time (DAYS PER WEEK)? 
' ' ' 
No moderate activity in 
leisure time Skip to 
PART 5: TIME SPENT 
SITTING 
Please write your answer here: 
25. How much time did you usually spend on one of those days doing moderate physical 
activities in your leisure time (MINUTES PER DAY)? 
Please write your answer here: 
26. PART 5: TIME SPENT SITTING 
The last questions are about the time you spend sitting while at work, at home, while doing 
course work and during leisure time. This may include time spent sitting at a desk, visiting friends,' 
reading or sitting or lying down to watch television. Do not include any time spent sitting in a · 
motor vehicle that you have already told me about. 
During the last 7 days, how much time did you usually spend sitting on a weekday 
(HOURS PER DAY)? 
Please write your answer here: 
' ' ' 
27. During the last 7 days, how much time did you usually spend sitting on a weekend 
day (HOURS PER DAY)? 
Please write your answer here: 
Section G 
How often do you eat the following food items? Please mark in each line the frequency that fits 
best your usual consumption habits. If you do not eat any of the foods mentioned in a line, 
please mark 'once a month, less or never' 
1. Bratwurst (fryi~g sausage) _ _ _ __ 
Please choose *only one* of the following: 
~ 'once a day or more 
r.- 4-6 Times a week 
r '1-3 Times a week 
~ __ 2-3 Times a month 
r 
_qnc_e a m_ohth,_ les~ o_~_l"!E?Y~r_ 
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Please choose *only one* of the following: , 
I . . 
f-~Once a day or ~ore 
!: .... )4-6 Times a week 
f -J1 c:J Times a week , 
'""''""'2-3 Times a month 
'r ~ ' irr,,-~Once amonth, less or never 
Please choose *only onei< of the following: 
I . . 
~On~e a day or more 
[ .•. J4-6 Times a week . 
:r -3 Times a week 
~ ' . 
. lr12-3 Times a month • . 
ir Once a month, less or never 
Please choose *only one* of the following: 
. r ,Once a day or more 
~i::l-6 Time~ a we.ek 
~!:~ -3 Times a wee.k 
.r 2-3 Times a month 
·-~., '. ' ... 
'r ;Once· a month. less or never 
.. - ... -~ " ,.,_u~·-··---
,.,--~ - '~"""' .. . . ~ ... '"" ~" ~-~·--"'" _,,.,,..,.-... ~--
:5.' Fried chicken or other fried foods 
Please choose *only one* of the following: 
J i . ' !:' ... .Once a day or more 
:c.. k-6 Times a week 
r 11 3 T k 
. ··-~·"I· - _1mes a wee 
· .~ " ~-3 Times a month 
r i ' 
, Q!:1ce a rl]Ont!:!~Jess or ~~ver 
s:can'neci7 broiled; s"moked'fish ., ~- --
Please choose *only one* of the following: 
r Once a day or more 
r 4-6 Times a week 
,r ·1-3 Times a week 
~ .... ~. 2-3 Times a month 
r t ·. 
OngE3 ~ mor:ith,Jess,~X,never _, 
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7. 3.5%milk 
'a. 
Please choose *only one* of the following: 
r .. Once a day or more 
r !:t.-6 Times a week 
1-3 Times a week 
2-3 Times a month 
Please choose *only one* of the following: 
'r Once a day or more 
r !4-6 Times a week 
J::= 1-3 Times a week 
r 2-3 Times a month 
Or:ice a month, less or never 
Please choose *only one* of the following: 
~Once a day or more 
,r ~-6 Times a week 
r 1-3 Times a week 
2-3 Times a month 
10. S crambled eggs, egg salad, omelette 
Please choose *only one* of the following: 
~ b nce a day or more 
r !4-6 Times a week 
r 1-3 Times a week 
r 2-3 Times a month 
r 
r11. Egg white, egg yolk, dried egg 
Please choose *only one* of the following: 
r Once a day or more 
r 4-6 Times a week 
r 1-3 Times a week 
r 2-3 Times a month 
r . Once a month .. less or never 
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12. Butter 
14. Salad oil 
Bacon, lard 
Please choose *only one* of the following: 
r Once a day or more 
r 14-6 Times a week 
1-3 Times. a week 
2-3 Times a month 
Please choose ·*only one* of the following: 
r Once a day or more 
,.!:_ !4-6 Times a week 
r 1-3 Times a week 
2-3 Times a month 
Once a month, less or never 
Please choose *only one* of the following: 
r Once a day or more 
.!4-6 Times a week 
1-3 Times a week 
2-3 Times a month 
r Once a month, less or never 
Please choose *only one* of the following: 
'r Once a day or more 
r !4-6 Times a week 
·r .1-3 Times a week 
r 2-3 Times a month 
r 
Please choose *only one* of the following: 
r ' Once a day or more 
r 4-6 Times a week 
r 1-3 Times a week 
r .. 2-3 Times a month 
r Or:ice a m~nth, less or never 
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18. Pasta 
- - -20. Flan, layer cake, tart 
Please choose *only one* of the following: 
r . Once a day or more 
r 4-6 Times a week 
1-3 Times a week 
2-3 Times a month 
Please choose *only one* of the following: 
r Once a day or more 
~1:1.-5 Times a week 
r _ 1-3 Times a week 
'r 2-3 Times a month 
Once a month, less or never 
Please choose *only one* of the following: 
r Once a day or more 
4-6 Times a ·week 
1-3 Times a week 
2-3 Times a month 
Please choose *only one* of the following: 
r ' Once a day or more 
r 4-6Times a week 
r 1-3 Times a week 
r 2-3 Times a month 
r Once a month, less or never 
Section H 
,..,.. ·~· . 
These items ask about the ways you cope with the news that you (or your loved one) needs to 
manage heart health concerns or improve their heart health. Don't answer on the basis of 
whether it seems to be working or not-just whether or not you're doing it. Use these response 
choices. Try to rate each item separately in your mind from the others. Make your answers as 
true FOR YOU as you can. 
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1. I've been turning to work or other activities to take my mind off things. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
2. I've been concentrating my efforts on doing something about the situation I'm in. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
. . 
3. I've been saying to myself "this isn't real.". 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
4. I've been using alcohol or other drugs to make myself feel better. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
5. I've been getting emotional support from others. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
6. I've been giving up trying to deal with it. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
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7. I've been taking action to try to make the situation better. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
" " " 
8. I've been refusing to believe that it has happened. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
" " 
9. I've been saying things to let my unpleasant feelings escape. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been d?irig thi~ a lot 
1 O. I've been getting help and advice from other people. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
11. I've been using alcohol or other drugs to help me get through it. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
12. I've been trying to see it in a different light, to make it seem more positive. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
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25. I've been thinking hard about what steps to take. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
26. I've been blaming myself for things that happened. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
27. I've been praying or meditating. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit 
r I've been doing this a medium amount 
r I've been doing this a lot 
28. I've been making fun of the situation. 
Please choose *only one* of the following: 
r I haven't been doing this at all 
r I've been doing this a little bit -
r I've be!3n doing this a medium amount 
r I've been doing this ~ lot 
Section I 
-1. Please rate how healthy you consider your lifestyle to be currently? 
Please choose *only one* of the following: 
r -
_ ,_ '" Not at all healthy 
-\_ Moderately ~nhealthy 
:c __ -Neither healthy nor unhealthy 
_'. __ Mod-erately healthy 
r Extremel~_~ea_lthy 
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12. ~Pleas~ rafo how close your current lifestyle· or iwaith .behaviou-rs are to your desired'"-·~­
ideal healthy lifestyle? 
Please choose *only one* of the following: 
!r Very .far from my ideal 
, - r 
,!:. Somewhat far from my ideal 
[-'.°Neither close nor far from my ideal 
·r .Somewhat close to my ideal 
.r~ Very close to m~tis!_eal 
~3·.- f>ieas.eraie how confident you are'iha~t-you c-an .. mai<e-ar1ci rnaintain-chan.9es .. toyour·--·- ... 
lifestyle in order to improve your heart health . . . · · · r .· . 
i. Please skip this question if you are a Please choose *only one* of the following: 
1
1· support person for someone with -r I . · · 
I • heart health concerns ' . . Not at all confident 
I w···· 
j~-~oderately unconfident :c , · . 
~ . Neither confident nor unconfident 
. . ~--;Moderately confident 
. .. . r ,Very Confident 
~__,.,.,..~_.... ....... 
-~ 
. Other (please give details below) 
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5. Please indicate how hard it has been for you to overcome these. barriers or obstacles? 
Please choose *only one* of the following: 
r "" Very hard 
~ - Moderately hard 
r Indifferent 
,r . Moderately easy 
r 
Section J 
This is the last section. It asks questions about demographic information 
1. What is your age? 
2. What is your gender? 
Please write your answer here: 
Please choose *only one* of the following: 
r Female 
r Male 
3. What is your employment status? 
Please choose *only one* of the following: 
r Unemployed 
r Part time/casual 
r Full time 
r Retired 
r Student 
4. What is your occupation? 
Please write your answer here: 
5. What is your marital status? 
Please choose *only one* of the following: 
r Single 
r Dating 
r Defacto 
r Married 
r Separated/Divorced 
r Widowed 
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Thank you for completing this survey. 
Please post this survey back to the university in the pre-addressed 
envelope at your earliest convenience. 
31 
